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Hospitals Now and After the War 


BASIL C. MacLEAN, M.D. 


diagnostic and prognostic skill on my part 

which I am quick to disclaim. There are many 
persons more competent from experience and ob- 
servation to summarize the past, analyze the 
present, and forecast the picture of the American 
hospital. I shall not attempt to describe the 
many ways in which the hospital mechanism is 
meshing its gears with those of a war program. 
It must be apparent to any observer, however, that 
from coast to coast the hospitals have made more 
preparations during the past five months for emer- 
gency conditions than they have made in the past 
fifty years. Many war-time emergencies, for ex- 
ample, industrial catastrophies, are only big 
brothers of the emergencies of peacetime and we 
can say with honesty that American hospitals are 
ready now for almost anything which war brings 
to them. I propose to deal briefly with only one 
of the many problems which hospitals face in com- 
mon with the armed forces, that is, nursing, and 
secondly, to discuss some questions of relationship 
of the voluntary hospital. 


Tia assignment of this title to me implies a 


We are told that the need for trained nurses for 
duty in the armed forces is not being met. En- 


Presented at the ‘Tri-State Hospital ‘Assembly, Chicago, 
Illinois, May 7, 1942. 





June, 1942 


The Author 
@ Dr. Basil C. MacLean is President of the 
American Hospital Association and Direc- 
tor of Strong Memorial Hospital, Rochester, 
New York. 








listments, however, have reduced the available 
number of nurses for service in civilian hospitals 
and concurrently the increased number of pa- 
tients in these hospitals has created a nation-wide 
shortage of nurses for institutional duty. You are 
all familiar with the several ways in which the 
hospitals are attempting to overcome this difficul- 
ty. The three principal methods are: 


1 The enrollment of more students in schools 
of nursing 


2 The employment of more auxiliary or sub- 
sidiary workers in the nursing departments 
of hospitals 

3 A greater use of volunteers in nursing 


I wish to comment only upon the latter, that is, 
the recruiting of volunteers under a program 
sponsored by the American Red Cross. At first 
skeptical of the amount of real assistance which 
might be given by such a group, I have come to 
realize that their potential worth has been under- 
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estimated. They are now giving many thousands 
of hours each week in our civilian hospitals and 
so important is their contribution that it is hoped 
the program will not only continue, but expand. 
Indeed some hospitals are now providing day 
nurseries for the care of small children during the 
hours when the mothers are serving as volunteer 
assistants in the nursing department. 


Male “Practical Nurses” 


I should like to suggest now through the me- 
dium of this audience another way in which the 
civilian hospitals might assist in supplying an ade- 
quate number of nursing personnel to the Army. 
Hospitals are asked to take picked men from the 
armed forces and give short intensive courses to 
have them as laboratory and x-ray technicians. 
Would it not be possible in a similar way for hos- 
pitals to set up intensive training courses for “hos- 
pital corps men,” “nursing techniciens” or male 
practical nurses? Enlisted men chosen for this 
type of work and men with physical disabilities 
who are not eligible for heavier combat duty could 
be sent for training in hospitals or groups of hos- 
pitals with approved facilities and courses of in- 
struction. The curriculum need not be elaborate 
and the practical aspects of nursing could be em- 
phazied. It may be predicted that under a care- 
fully organized program, 10,000 male practical 
nurses could be trained in one year. These men 
would not be confused with the commissioned 
trained nurses of the Army and would have no 
status of profession or licensure. It is suggested, 
however, that under the supervision of trained 
army nurses, they could perform many duties 
which otherwise would fall within the province of 
the commissioned nurse. This suggestion is being 
submitted to the Surgeon General’s office. 


Present and Future Status of the Voluntary 
Hospital in Our Country 


And now may I refer to the present and future 
status of the voluntary hospital in our country. 
The observations made represent, I believe, the 
views of a number of hospital executives of my 
generation who dare to think for themselves and 
yet who defer gratefully and graciously to the ex- 
perience and counsel of their elders in the hospital 
field. Forty years ago medicine was practiced 
largely from a little black bag. There were many 
medical schools, but few good ones. There were 
not many hospitals—about one-third as many as 
we have today—and they were just beginning to 
be used as effective instruments of health. This 
was before the Carnegie Foundation financed the 
investigation which led to a housecleaning in medi- 
cal education and before the American College 
of Surgeons started its much needed crusade for 
better hospitals and better hospital care. It was 
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still the day of buggies and barbed wire fences— 
that period extolled so much by:some modern 
writers who describe so vividly the surgery done 
on a kitchen table and the high forceps deliveries 
done with a shoehorn in a snowdrift. 


The Widening Hospital Horizon 


Diverse and many influences are responsible for 
the widening of the hospital horizon during the 


‘first four decades of the century. Foremost are 


the scientific advances of medicine which have 
made the hospital more an instrument for cure 
than for care. Existing hospitals were enlarged 
and new hospitals were built as they became rec- 
ognized necessities to national health and as 
health projects began to attract much of the phil- 
anthropy which previously had been poured prin- 
cipally into religious and educational enterprises. 
Hospital costs increased. Construction costs mul- 
tiplied as a desire for the palatial often out- 
weighed a need for the practical, but more im- 
portant, the costs of operation grew with the 
growing demands for improved facilities for diag- 
nosis and treatment. Few people cared about the 
cost of hospital care when in the treatment of an 
acute pain in the abdomen, magnesium sulphate 
shared the honors with the mortician or when in- 
fant diarrhea was blamed on a good god rather 
than on bad milk. The therapeutic simplicities of 
the sulphur and molasses era gave way to the more 
complex but much more effective agents of medi- 
cine and surgery. Health became more a pur- 
chasable commodity. It was realized, however, 
that the economies of medical and hospital care 
had lagged far behind their scientific progress. 
As quality improved, there was a natural demand 
for quantity. 


The cost to the nation was comparatively low 
in the light of the cost of cosmetics and chewing 
gum,-but the cost to the individual was commonly 
too high. It was high because it was sudden, un- 
predictable, and unplanned for. Then in the hys- 
terical and historical twenties, studies were made 
—not by starry-eyed do-gooders, but by sincere 
and honest people who saw a problem and sought 
a solution. It was obvious that production was 
good but distribution was bad. Among other 
things they urged in their report that financial 
burdens be shifted from the few to the many. 
Bitter criticism followed, of course, because there 
were implied some changes in the existing order. 


The Voluntary Hospital Insurance System 


Then came the birth of the voluntary hospital 
insurance program. Assailed at first as the fore- 
runner of fearful things, it now embraces over 
seventy approved Blue Cross Plans with an enroll- 
ment of almost ten million persons in the first ten 
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years. It has justified a prediction which I ven- 
tured to make at a meeting of the American Col- 
lege of Surgeons in St. Louis in 1932, that while 
“not a panacea for all our ills,” it seemed to offer 
at that time “the greatest promise of delivery 
from economic pain.” Frequently I have referred 
to it publicly as the most important development 
in the economics of hospital care during our gen- 
eration and even the most carping critic must 
surely admit that although little has been done, 
except in Michigan, to lighten the financial load 
on individuals for medical care, a sincere and suc- 
cessful attempt has been made to provide hospital 
care on an inexpensive and budgetable basis. The 
total increase of enrollment under the Blue Cross 
Plans has been greater each year, but one observes 
that there are plans and plans. In some communi- 
ties and in some states active and intelligent direc- 
tion has made this type of protection available to 
a large segment of the population and promises 
much greater growth. In others, however, the 
plans seem content to cater only to the comfort- 
able classes. I hasten to add that this apparent 
complacency is not always due to lack of initiative 
by the directors of the hospital insurance plans. 
Frequently it is the direct reflection of an apathy, 
a myopia, and even an antagonism on the part of 
participating hospitals. Too often the present 
rate of daily payment eclipses the future social 
significance. 


Its Future 


What is the future of voluntary hospital service 
insurance? Some speak optimistically of extend- 
ing it soon to cover half of the population of the 
United States. Many of its most earnest friends 
and enthusiastic supporters, however, do not be- 
lieve that on a nation-wide basis and even allow- 
ing for prospective membership in ward service 
plans, more than one-quarter of the people at the 
most can be enrolled within a reasonable period of 
time on a voluntary basis. The coverage is un- 
even. Large areas are untouched and regarded 
by many as untouchable. 


Hospital Endowments and Vested Funds 


Although hospital endowments have not loomed 
large in the national picture of hospital care at 
any time, they have represented a substantial 
part of income in many of the best teaching and 
other voluntary hospitals. A shrinking of return 
on invested funds during the past ten years has 
been experienced by all nonprofit institutions and 
in many instances, hospitals have been compelled 
year after year to use capital funds to meet oper- 
ating deficits. The opinion has been expressed by 
experts in the field of fund raising that increased 
taxation means decreased philanthropy. Large 
fortunes will be less common and large gifts or 
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bequests to charitable institutions will not be fre- 
quent. There may be a broadening of the base of 
community fund support but the large gifts are 
the backbone of any campaign. 


Governmental Units 


Governmental units have assumed more and 
more responsibility for hospital care during the 
past twenty years. The last report of the Coun- 
cil on Medical Education and Hospitals of the 
American Medical Association tabulates data of 
hospitals of this country and one observes that 
while voluntary hospitals have 70 per cent of all 
“general hospital” beds, these beds are only 19 
per cent of the total number of hospital beds. The 
proprietary hospitals, although numerous, are not 
important in a consideration of total bed capacity. 
In the past year the total bed capacity increased 
by 98,136 but 93 per cent of this increase was in 
governmental hospitals. This increase is not all 
in facilities for chronic patients. In the past ten 
years, the total beds in government hospitals in- 
creased 50 per cent while the total in nongovern- 
ment hospitals increased 8 per cent and during 
the same period 1931-41 the percentage increase 
in total number of admissions was twice as great 
in government as in nongovernment hospitals. 
Year by year the units of government have made 
more provision for the patients who formerly 
looked to the voluntary hospital for their care. 


Voluntary Hospital—Combining Public Responsi- 
bility with Private Initiative 


Frankly my concern is primarily for the volun- 
tary type of hospital. It has stood between the 
governmental or public institutions on one hand 
and the proprietary or private hospital on the 
other, combining public responsibility with pri- 
vate initiative. With an inescapable increase in 
the cost per unit or day of care, however, and with 
an inevitable decrease in contributed income, the 
voluntary hospital must seek new sources of in- 
come or slip gradually into that class of institu- 
tion which cares only for people who can pay. In- 
deed, such a change in the character of many vol- 
untary hospitals has been observed during recent 
years. An editorial in a recent issue of the jour- 
nal, Medical Care, draws attention again to this 
problem and mentions that “No one who views 
the network of voluntary hospitals throughout the 
United States and appreciates their ultimate con- 
nections with religious, fraternal, political and 
social elements in American life, can, in sober mo- 
ments, fear that these institutions will disappear 
from the American scene. These hospitals are 
justly proud of their tradition of service to all 
classes of the community, rich, middle groups and 
poor,” and further, “If their community service 
becomes low or vanishes and they care chiefly for 
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the comfortable classes, their distinctive status 
and their legal immunities will be in peril. They 
cannot live on tradition.” That exemption from 
taxation may, in the future, be more directly re- 
lated to community service rendered by a hospital 
is evidenced by recent decisions of the Treasury 
Department to obtain each year a financial re- 
port of every hospital. There is further evidence 
that a distinction may be made between the bona 
fide voluntary hospital and the institution which 
is masquerading under the cloak of charity or non- 
profit association. 


Five years ago approximately 10 per cent of 
the total income of voluntary hospitals was re- 
ceived in gifts from individuals and agencies to- 
wards current expenses and another 10 per cent 
came from governmental units for the care of 
medically indigent patients. The former is de- 
creasing and the latter is increasing. Isn’t it 
significant that the last Business Census of Hos- 
pitals, 1935, showed almost one-third of all oper- 
ating income for general and special hospitals of 
the United States was received from Federal or 
other governmental sources? 


Much of the credit for encouraging payment by 
government to voluntary hospitals on a per diem 
basis should go to the Joint Committee of the 
American Hospital Association and the American 
Public Welfare Association. This committee has 
defined standards and units of care and has for- 
mulated principles by which the voluntary hos- 
pital can utilize and control its facilities for needy 
patients and receive payment from government 
for services rendered. 


Preserving the Voluntary Hospital 


It seems apparent that some system of per diem 
payment through the intermediary of government 
provides the best means of preserving the volun- 
tary hospital. At once, of course, the cry is raised 
that if government pays the piper, government 
will call the tune. At least it would be logical for 
government to call the key in which the tune is 
played and any reasonable person should recog- 
nize that in the spending of money, government 
should exercise some caution and scrutiny. Critics 
of government are bitter in their condemnation of 
almost every effort of government to act or super- 
vise in the interest of the public. Invective is 
piled on invective and the range is from bureau- 
crat to communist and back again to bureaucrat. 
It must confuse strangers to our shores who have 
believed that we have achieved a system of repre- 
sentative government in a democracy. Indeed, it is 
difficult for visitors to this country to understand 
the traditional distrust by the nongovernmental 
hospital for the governmental one. One hears the 
phrase, “He has a public point of view” applied as 
a disparaging description of the administrator of 
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some hospital and in some circles this is consid- 
ered almost as derogatory as the phrase, ‘He has 
a social viewpoint.” 


I suggest that any adjustme1.t of the voluntary 
hospital system to the problem of the war and 
the post-war period will include a meshing of the 
activities of public and private hospitals. Such a 
coordination of work is taking place rapidly in 
Great Britain. Even Anglo-phobes may adrnit 
that it is inevitable here. There is a great frontier 
to explore beween the boundaries of governmental 
institutions and those of the voluntary hospitals. 


The dictum that “the less government we hive 
the better” was perhaps more applicable in Emer- 
son’s time than today. Two great industrial revo- 
lutions have taken place in America during the 
past 100 years. The first was provoked by steam 
and the second by electricity. 


Although there have been many other factors 
and many technological advances, these two great 
industrial changes of the past century have al- 
tered the whole social and economic fabric of our 
country. Self-employment has decreased. The 
independent entrepreneur used to outnumber the 
employed person four to one. The employed 
person now outnumbers the self-employed by four 
to one. Even those who dislike to admit the im- 
plications of history or to consider that Ameri- 
can social problems have anything in common 
with those of other countries must recognize 
that radical changes in employment status pro- 
voke demands for security against old age, unem- 
ployment, and sickness. 


Self-Help Preferable to Charity 


There are those who believe sincerely that such 
security should be provided as a dole and that its 
cost should be paid from general tax revenues. 
The majority seem to regard the insurance basis 
as more equitable and the Blue Cross Plans have 
helped to promote that principle. Self-help is pref- 
erable to subsidy. As widely as possible, there- 
fore, the insurance principle may be substituted 
for the tin cup charity. As Woodrow Wilson once 
expressed it, “The firm basis of government is 
justice, not pity.” 


The Social Security Board Proposal 


And now briefly a reference to the desire of the 
Social Security Board to extend tax legislation to 
provide payments for hospital care. Much heat 
and some light have been shed since the President 
of the United States made his Budget speech to 
Congress on January 8 and practically all of the 
pressure has been against the proposal. Inad- 


vertently, much argument has been based on as- 
sumption and debatable details have muddied 
main issues. 


Attacks are made on the motives 
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of the Social Security Board and of the Federal 
Administration and hospitals have been warned 
that there is a burglar under every government 
bed. Ray Lyman Wilbur, in speaking on another 
subject, has said, “We cannot wisely carry for- 
ward the fears and shibboleths of the past in 
facing the social and economic forces of the day. 
Waving scarecrows only disturb the unthinking.” 


The proposal recently advanced by the Social 
Security Board may never get to the legislative 
stage in its present form. Nevertheless, it seems 
inevitable that some method will be devised of 
making hospital care more available through gov- 
ernmental action. We are now at war and this 
problem may properly be considered from the add- 
ed viewpoint of taxation to prevent inflation. Let 
us think for a moment of the probable effects on 
hospital finance of say two more years of war 
and of the post-war adjustment period. Consider 
the growing number of the population who are 
beneficiaries of government. Will there not be a 
more intimate relationship between hospitals and 
other public health activities in the future? What 
developments will there be in home nursing care? 
What contribution will hospitals make in the solu- 
tion of problems of dislocation and reorganization 
of medical service during and after this war? Are 
we thinking of these and other questions or are 
we, ostrich-like, avoiding them? Do you believe 
that every other activity can be regimented and 
yet hospitals be exempt from regulation or super- 
vision? It is an anachronism now to say, “They 
can’t do that to us.” 


Criticism is expressed by some respected think- 
ers in the hospital field that the Social Security 
proposal does not go far enough. It is believed 
by them that an inclusive rate schedule should be 
drawn and that hospitals then be required to give 
complete hospital care for an adequate per diem 
payment. Such a plan would undoubtedly give 
the patient better protection for he would receive 
the service benefits of the better type of hospital 
service plan. Administratively it would be more 
difficult, however, and the selection of fair rates 
of payment between sections of the country with 
wide variation of cost:, between rural and urban 
hospitals, and between institutions of varying 
calibre in the same area would be a perplexing 
problem. Furthermore, while such a plan might 
be acceptable to some hospitals, there are others 
where it would wreak havoc with a system of ex- 
tra charges limited only by what the traffic will 
bear. Moreover, such a system would undoubtedly 
destroy the Blue Cross Plans. 


I shall not attempt to deal with details of the So- 
cial Security proposal other than to mention that 
the rate of payment per day—frequently men- 
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tioned as $3.00—is, I understand, only a suggested 
minimum payment towards the cost. It is impor- 
tant to realize, however, that the total amount of 
income thus made available to hospitals would be 
great in relation to the total annual income from 
all patients in all hospitals of the United States to- 
day. Test checks have shown a surprisingly high 
percentage of patients in municipal hospitals and 
in the public wards of voluntary hospitals, who 
under such a plan, would be eligible for per diem 
payments toward the cost of their hospital care. 


Summary 


The moderate point of view which I am attempt- 
ing to express may therefore be summarized as 
follows: 


1 There is a long term and inevitable trend 
towards the extension of social security legisla- 
tion to include some measure of protection against 
the financial hazards of sickness. 


2 The voluntary hospital system cannot con- 
tinue to provide throughout the nation, hospital 
care adequate in quality and quantity unless addi- 
tional sources and systems of revenue are ob- 
tained. 


3 The nongovernmental hospitals of the United 
States represent an investment in billions of dol- 
lars so great that in any program for the improve- 
ment of national health, their facilities should be 
utilized. 


4 The various units of government have as- 
sumed increased financial responsibility each year 
for the care of the medically indigent. Much of 
this increased expenditure by government has 
been for the care of patients in nongovernmental 
hospitals. To some extent this assistance has off- 
set the decrease in income received by nongov- 
erumental hospitals from endowment and private 
philanthropy. 


5 The number of beneficiaries of government, 
already numerous, will increase greatly during 
the war and post-war period. 


6 The nongovernmental hospitals would make 
a strategic mistake in slamming the door in the 
face of what may be an important source of need- 
ed funds. An extension of this source of income 
may enable the voluntary hospitals and the volun- 
tary hospital service plans to strengthen and ex- 
pand their opportunities as instruments of public 
health under private initiative. 


7 It behooves the voluntary hospitals and the 
Blue Cross Plans to think less now of fighting the 
government and more of fighting the battles of 
health which may win this war. 
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8 Some delay may be advisable in order that 
any program may be studied but government 
should be dealt with thoughtfully when any co- 
herent constructive policy is brought forward. 


9 The problem for hospital administrators and 
trustees is to retain the values of private, personal 
leadership which characterize voluntary hospitals, 
yet to accomplish a wide distribution of necessary 
service. This will require courageous and contin- 
uous attention to the needs of the community and 
it is, of course, impossible for good hospital ser- 
vice to be provided without adequate financial sup- 
port. But the funds should be obtained from 
sources and directed to services which assure the 
greatest good for the greatest number. 


Hospital executives and trustees must focus 
their attention upon service to the public, and 
must regard both hospitals and Blue Cross plans 
as means to that end. Otherwise, the voluntary 
hospital system will vanish as a temporary ven- 
ture in social welfare instead of leading the way 
to a comprehensive program for the preservation 
of personal and national health. 


10 In the long run and for the good of hospitals 
and hospital service plans, more will be achieved 
if government is welcomed to a non-operating but 
financial partnership. 


In speaking of a related subject, Charles E. Wil- 
son, president of the General Electric Company 
recently stated, 


“It requires some new thinking, some forget- 
ting of old privileges and old grudges, some 
brushing away of cobwebs to effect this co- 
operation. We cannot achieve it by reading 
papers about it or by resolutions virtuously 
passed.” 


And now finally may I explain that I have tried 
to present what seems to me to be a fair analysis 
of the position of the hospital today, some of the 
trends which are observed and some of the forces 
which are operating. Our intelligent participa- 
tion in the moulding of any movement will per- 
haps enable us to increase the usefulness of our 
voluntary institution of tomorrow. In doing so 
may we not forget to recognize the interests not 
only of hospitals and of Blue Cross Plans, but also 
the interests of the American people. 








The Need for Graduate Nurses 


The scarcity of nurses which has been so acute- 
ly felt is not a transient need. Many of the nurses 
now called to the colors, as well as those who will 
later enter the service, will never return to civil 
life, and many more after the completion of their 
service will not engage in the practice of their 
profession. 


The Public Health Service, state, county and 
city governments will employ an increased num- 
ber of graduate nurses after the end of the war. 
Industry and private enterprise will add their 
quota to the number of nurses employed, while the 
indications seem convincing that hospitals will 
increase the number of graduate nurses on their 
payrolls after the war. 


There seems to be but one solution to the prob- 
lem, and that is to increase and maintain student 
nurse enrollment. The number of nurses gradu- 
ated each year is not sufficient to meet the re- 
placement demands not only of the armed services 
but of hospitals and other civilian activities. The 
number of nurses graduated each year should be 
doubled, and nursing schools should make prep- 
aration for an extended educational program. 
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The Government's Interest in Hospitals 


BRIGADIER GENERAL PHILLIP B. FLEMING, U.S.A. 


States in 1928. In 1941, according to a census 

made by the American Medical Association, 
there were 6358. But while the number of hos- 
pitals decreased by about 500, the number of beds 
in hospitals increased by nearly half a million. 
What happened, apparently, was that many in- 
stitutions succumbed during the 14-year period, 
but those that survived grew larger. 


T sites were 6852 hospitals in the United 


The depression years brought many difficult 
financial problems to hospital management. Phil- 
anthropic gifts tended to dry up or to decrease in 
size. Yet the demands for charitable services 
greatly increased. The situation would have been 
much worse had not your Government stepped 
into the picture in 1933, since that time assist- 
ance to the hospitals of the country has been an 
important phase of over-all governmental policy. 


Hospital Construction Under the PWA Program 


Under the old PWA program 743 hospital proj- 
ects, including the construction of 2056 buildings 
with accommodations for 107,000 patients, were 
executed prior to April 11, 1939. The cost was 
approximately $400,000,000, of which 45 per cent 
was allotted by PWA. Included were 250 projects 
for general hospitals, but there also were numer- 
ous projects for specialized institutions, such as 
those for the insane, the tuberculous, the indigent 
aged, and so on, many operated by the states, or 
counties or municipalities. Strictly Federal hos- 
pital projects are not included in these figures. 


In addition, the Works Project Administration 
has made a notable contribution to the Nation’s 
health by building—up to the first of last Janu- 
ary—178 new hospitals, making additions to 95, 
and reconstructing or improving 1884 old institu- 
tions. Many of these were defense construction 
projects. 


The Performance of Federal Works Agency 
Under the War Period Program 


To the foregoing, we must now add the work 
done by the Federal Works Agency through its 
War Public Works program. Under that program 
155 hospital projects had been approved prior to 
April 25 of this year, calling for 45 new build- 
ings, 101 additions, and improvements to 12 ex- 
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isting buildings. There were also 18 new nurses’ 
homes, many new health centers, and so on. But 
I am speaking now only of the hospitals. If you 
were to take a map of the United States and put 
a little dot on it for each hospital built or im- 
proved with assistance of the Federal Government 
since 1933, your map would be as freckled as a 
barefoot boy in June. 


Add up the figures and you get a grand total of 
3054 hospital projects, costing a half billion dollars 
or more, much of which has come directly out of 
the Federal treasury in the form of loans or out- 
right grants. It has been an ambitious program, 
but one which, I am convinced, represents one of 
the soundest investments ever made by the Amer- 
ican people. 


The Crisis Hospitals Are Facing 


Once more, however, the hospitals are facing 
a crisis not unlike that by which they were con- 
fronted in the deep depression years. But this 
time the difficulty is not so much the lack of 
money as the shortage of materials out of which 
to build, equip, and maintain their institutions. 


I think we are all sensible of the vast changes 
that are being brought about by the war in every 
phase of our domestic life. The war industries 
have been greatly expanded. New factories have 
been built, some in the open country, some in 
small cities and villages. Workers have been at- 
tracted to these factories from distant places, 
and very critical problems of housing, education, 
and of community facilities of all kinds, to say 
nothing of the strain upon the health services, 
have pressed for attention. Some small cities 
have more than doubled in population almost over- 
night, and you can imagine the enormous strain 
placed upon community resources in an effort to 
provide the homes, the schools, the hospitals, the 
fire protection, the sewer systems, the streets and 
the transportation needed. These communities 
had every right to look to the Federal Government 
for help in their dilemma, and the Government 
has not failed them. Through the War Public 
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Works program of the Federal Works Agency, 
we have done, and will continue to do, everything 
in our power to assist them with their problems. 


It is not much use to point to the fact that we 
have in the country today 1,300,000 hospital beds, 
an increase of 98,000 over 1940, if many of those 
beds are in the communities where they are not 
now badly needed. It is nice to know that we 
have very adequate hospital facilities in Idaho, 
or Wyoming, for example; but the place where 
the acute shortage now exists is much more likely 
to be Pennsylvania or Ohio. Last year, the 
American Medical Association reported, the rate 
of hospital occupancy had reached 68 per cent, 
which I am told is unusually high, but of course 
this was the average for the country as a whole, 
and included data for institutions only half-oc- 
cupied as well as those that were excessively over- 
crowded. 


The Present Policy of the Federal Works Agency 


Applications for assistance have come to us 
from all parts of the country. Our present policy 
is to select for approval only those projects that 
are clearly necessitated by the war effort, and to 
grant priority to those which represent the great- 
est war need. As far as possible, we are putting 
up temporary structures, for two reasons: In the 
first place, it is obviously unwise to build a fine, 
million-dollar steel and marble hospital for every 
town that would like to have one, and it would be 
illogical if many of those towns will have no 
need for such institutions when the war is over 
and the greater majority of the workers have re- 
turned to their former homes. In the second 
place, we could not build such monumental struc- 
tures if we wanted to; there is not enough money 
to go around, and there is not enough of the many 
types of materials needed to build them. If you 
have only one spoonful of sugar, you have to de- 
cide whether you are going to put it in your coffee 
or on your oatmeal—there is not enough for both. 


Take steel, for instance. I am told it was ex- 
pected that steel plate production in April would 
exceed 850,000 tons, yet the demand exceeds the 
supply by 50 per cent. If the choice is between 
a fine, monumental hospital and additional guns 
and battleships—and it is—I think we all know 
how we must choose. One is desirable; the other 
is imperative if we are going to survive. 


Advice on Planning a Hospital in These Times 


With those limitations in mind, I believe I can 
give good advice to any group or community that 
is planning a hospital in these times. Whether 
it is to be financed locally or wholly or in part 
with Federal funds, the basic problems as con- 
ditioned by the war are much the same. The first 
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thing to decide is whether the need in all prob- 
ability will be permanent, or temporary. And the 
architect should be instructed to govern himself 
accordingly. Plans for hospitals have been sub- 
mitted to us indicating architecture-as-usual, 
when the fact is that nothing can go on as usual 
until the war is won. Many of these plans are 
admirable from every standpoint except that they 
fail to recognize the one overwhelming reality 
in the United States today. They call for steel 
beams and girders, for steel doors and window 
frames, for many hundreds of feet of copper pipe, 
for critical metals of every sort. Even though 
both we in FWA and the Public Health Service, 
which also must be consulted, approve the project 
from the standpoint of need, it is futile to present 
such plans to the War Production Board for high 
priority ratings. Our own engineers strip all such 
plans to the bare essentials. Substitutions are in- 
dicated for critical materials wherever possible. 
And WPB often insists upon still further substi- 
tutions, if it will approve the project at all. That 
is what we are up against; that is what the coun- 
try is up against as far as hospital expansion is 
concerned. 


Recently WPB has tended to pass upon each 
project on its individual merits. But we feel the 
need of a general overall policy, and we are hope- 
ful that together we can arrive at an agreement 
that will result in the allocation to us for war 
public works of such critical materials as may 
properly be diverted with the least disturbance 
to the primary war effort. Whatever that alloca- 
tion may be, we will be glad to take it and to 
spread it around where it will do the most good. 


A Personal Experience in Hospital Building 


I once built a hospital, and my experience may 
be helpful to others. When I was chief engineer 
in charge of the Passamaquoddy project, our op- 
erations were based at Eastport, Maine. East- 
port at that time was a town of about 2000 pop- 
ulation. We had expected eventually to employ 
10,000 people, which would have quintupled the 
population. Before the project was abandoned— 
only temporarily I trust—we had a peak working 
force of about 5600. This great growth in popu- 
lation presented us with problems of health and 
sanitation which are comparable to those faced by 
hundreds of communities today. 


There was no hospital at Eastport. There was 
a small 10-bed or 15-bed institution at Calais, 35 
miles away, and the nearest institution of any 
size was a state hospital at Bangor, 135 miles 
away. Neither, of course, could provide facilities 
adequate to our needs. We first rented a large, 
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pital. It was not satisfactory, and we started to 
build in what I still think was a very intelligent 
fashion. 


We had two or three doctors and a staff of 
nurses, and I called them in and asked them what 
they wanted. The doctors gave us some very 
excellent advice, but we got by far the best ideas 
from the nurses. So my advice to anybody plan- 
ning to build a hospital would be not only to ac- 
quire the services of an experienced hospital ad- 
ministrator, but also to consult the nurses. The 
nurses are the housekeepers of the institution; 
they are in it all the time, night and day, while 
any one doctor probably does not visit it more than 
a few hours a week. I talked to one nurse who 
had worked for a time in a very fine institution 
that had cost almost half a million dollars. It 
was a monumental structure that certainly was 
impressive enough, but it was a regular nurse- 
killer. It was so badly designed that the women 
had to walk many needless miles every day in go- 
ing about their work. So at Eastport, we con- 
sulted the nurses. They told us where they 
wanted the cupboards and closets put and where 
the shelves ought to be, and the doors, and the 
halls, and all the rest of it. Then I called in an 
architect and together we worked out the plan. 
The result is a story-and-a-half structure, com- 
plete with wards, private rooms, operating room, 
delivery room, diet kitchen, out-patient depart- 
ment and first-aid room. 


Of course, at that time we did not have to be 
concerned about priorities for scarce materials, 
but we did, through good planning, avoid the use 
of large quantities of metals that are now critical. 
An advantage of a one-story building is that it 
does not have to be made fireproof. It can be 
made fire-resistant at little added cost. 


Problem of Obtaining Equipment 


Another factor that must be considered by 
those planning new hospitals or contemplating 
the expansion of existing ones, is the problem of 
obtaining equipment. The War Production Board 
already has banned the use of steel in the manu- 
facture of beds. Other types of hospital equip- 
ment are still being manufactured, judging from 
the advertisements in the medical journals, but 
as the war goes on, some substitutions may be 
necessary even here. I do not know the extent 
of existing stock piles, but if you are planning a 
hospital, it would be well to make inquiry. 


The situation we are coming to, as I now fore- 
see it, will be about this: It will become more and 
more difficult to obtain critical materials for any 
kind of construction that is not immediately and 
imperatively associated with the primary war 
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effort. This is going to mean that many com- 
munities needing hospitals will have to delay 
building until after victory is won. Some other 
communities will be able to get hospitals, but they 
will have to be of a temporary character, or prob- 
ably of one-story frame construction stripped as 
far as possible of metals. Some localities that 
could very nicely use 200-bed hospitals will have 
to get along for a while with 40-bed or 50-bed 
hospitals. For some time to come it undoubtedly 
will be more difficult to obtain hospital accommo- 
dations than formerly. Some types of ailments 
which, because of advances in medical science, can 
be most advantageously treated in the hospital, 
may again have to be treated in the home. So 
convenient has the hospital become for maternity 
cases that I suppose the time may come when 
we shall be placing a bronze tablet on the door 
of some hospital room to say that, “In this room 
was born Oscar J. Doakes, forty-seventh Presi- 
dent of the United States.” But perhaps the time 
may again come when our presidents and sena- 
tors and industrial leaders will again be born, if 
not exactly in log cabins, at least elsewhere than 
in the hospital. 


Outlook For Further Construction 


The outlook for the further construction of 
community health centers, however, is much 
brighter. These are not hospitals, but places to 
which expectant mothers and others in need of 
medical advice can go for assistance. Already, 
under the War Public Works program alone, we 
have had 98 such projects costing nearly five 
million dollars. They are doing a great deal of 
good. By helping people to keep well, they 
eventually are going to reduce the need for hos- 
pital beds. And their construction requires little 
critical materials. 


The tremendous difficulties in the way of ex- 
panding hospital facilities at this time constitute 
one more of the many sacrifices all of us must 
make to the winning of the war. And yet the pic- 
ture is not without its brighter side. For the build- 
ing we must postpone now can go onto that re- 
serve shelf of future projects that will help to tide 
us over in the period of post-war adjustment that 
is coming. 


For my part, I hope to see the time not long 
delayed when every man, woman, and child in 
this country, regardless of his or her means, will 
have easier access to the kind of medical treat- 
ment which they need. Government must con- 
tinue to play an important part in the realization 
of that program. Adequate medical service for 
the people presents a problem which all the people 
together must solve. 
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Responsibility of the Clinic in National Health 


From the Viewpoint of the Medical Social Worker 





ELEANOR HALL, M.A. 


tensified in the last year by the large pro- 

portion of young men rejected from army 
service because of disease or physical defect. 
These boys who have been called in the draft are 
random samples from our population. Their phy- 
sical examinations for service tell us, that young 
and old, male and female, nearly half of the popu- 
lation suffer from some degree of physical defect. 
There is a greater awareness that the strength 
of the nation tomorrow will depend on what is 
done to assure the health of the civil population 
today. 


O:« interest in national health has been in- 


This is a challenge to the clinic not only as a 
wartime necessity, but as a peacetime aspiration. 
The clinic can serve as a social force in the com- 
munity because its central focus is social (service 
to humanity). 


Responsibility of the Social Worker to the 
National Health 


What then is the responsibility of the social 
worker in meeting the challenge of national 
health? 


We see the social worker in the clinic as part 
of the medical team working in close association 
with the physician, the nutritionist, the nurse, and 
other specialists in the best interests of the pa- 
tient. Sometimes when here is much specializa- 
tion, there is a tendency toward an artificial 
“splitting up” of the patient, and of thinking of 
him only as a physical organism. The social work- 
er in the clinic finds it important to keep in view 
“the whole person” and to think of him as a so- 
cial being and an individual. It is the responsi- 
bility of the social worker to equip herself with 
knowledge and skills which will permit her to un- 
derstand the individual and his social situation as 
it relates to his physical condition. It is import- 
ant for her to know what a certain illness means 
to a certain individual and what social factors 
may stand in the way of his recovery, and to in- 
terpret this to others on the medical team. 
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The social worker in the clinic is also a repre- 
sentative of the community. She represents the 
community point-of-view to the hospital personnel 
and interprets the hospital and the patient to the 
community. The medical social worker thus comes 
to the patient as a representative of the medical 
team, the hospital administration and the com- 
munity and is in turn his representative to them. 


The Social Worker in Program of Prevention 


In thinking of the social worker’s part in a pro- 
gram of prevention in the clinic, I would like to 
think of prevention in its broadest sense. It would 
include not only the discovery and correction 
of defects and early diagnosis, but also the pro- 
gram of control of disease as long as a specific 
medical plan is followed by the patient, and 
a somewhat different type of prevention which 
does not concern the disease itself but the pa- 
tient’s response to it. This type of treatment aims 
to prevent that breakdown of morale which in- 
creases disability in cases of chronic disease and 
physical handicap. 


Responsibility of the Social Worker in the 
Discovery of Defects and in Early Diagnosis 


Individuals give many reasons for failure to ob- 
tain medical care, sometimes ignorance, prejudice, 
fears of various kinds, inability to pay. In many 
cases, delay in diagnosis means progress of the 
disease to the point where recovery cannot be as- 
sured. 


Where the individual has not yet come to the 
clinic but is in need of medical care, the responsi- 
bility falls on the outside agency for interpreta- 
tion of need for medical care. But these are many 
instances where an individual refuses further 
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clinic care and where the social worker can be of 
assistance in talking with him about his reasons 
for this. Discussion of fears, further interpreta- 
tion of medical condition, or possibly assistance 
in changing fees may help the individual to con- 
tinue his plan of medical care. 


Occasionally in working with a member of a 
family group, the social worker learns of defects 
in other members of the family. A mother spoke 
of her worry about her young daughter Jean who 
was doing poorly in school. Mrs. F was told by 
the child’s teacher that her daughter did not give 
proper attention in school and was failing. The 
mother wondered whether there might be some 
physical basis, as Jean did seem to be somewhat 
hard of hearing at times. Mrs. F brought Jean 
to the clinic where she was found to have an im- 
pairment in hearing, which was thought to be 
caused by infected tonsils. The doctors advised 
removal of the tonsils, believing that the hearing 
would be improved. When the tonsils were re- 
moved, Jean’s hearing improved, and in turn she 
became a much better adjusted child in school. 


The social worker often finds herself met with 
the problem of discovered defects which cannot 
be given care in the clinic set-up. The problem of 
dental defects, for instance, often arises and al- 
though the resources in the community are limited, 
the social worker can make her knowledge regard- 
ing these resources available to the patient. 


The nutritionist may find that although a pa- 
tient has been carefully instructed in dietary pro- 
cedure, he may not be able to follow his diet or 
may not want to follow it for various reasons. 
Lack of finances quite often stands in the way of 
adherence to a diet. A patient’s income may be 
not only inadequate to meet the special diet but 
be insufficient to meet the necessities of life. Help- 
ing this patient to obtain assistance through a so- 
cial agency which will be able to meet his problem 
is a responsibility of the social worker. Then 
there are those with inadequate incomes who will 
not accept help. I am thinking of a family of eight 
who came to my attention because there were 
three malnourished children in this family group. 
The father was struggling along on an income 
much too small for his family’s needs but would 
not accept help from a public relief agency be- 
cause he felt there was stigma attached to it. Try- 
ing to understand how this father and mother felt 
and yet helping them to see the value of supple- 
mentary help was worth while if measured in 
the health of those three children. 


Diets and food have different meaning for dif- 
ferent individuals. The social worker quite often 
finds that there are emotional reasons for a pa- 
tient’s failure to follow the nutritionist’s instruc- 
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tion. Such a case was that of a malnourished 
widowed woman of 30 who was found to have had 
an extremely defective diet over many years. 
Placing her on an adequate, well-balanced, diet 
had no effect until we were able to determine why 
she had such a poor diet. A study of this situation 
revealed that she had lost interest in food because 
she had lost interest in life. She expressed un- 
happiness over the sudden death of her husband. 
She was resentful because she was left to support 
her children and yet was unable to find work 
which suited her education. Helping her to have a 
more satisfying time recreationally, at the same 
time helping her to discuss her feeling of sorrow 
over her husband’s death, helped in the social 
adjustment of this patient. 


Responsibility of the Social Worker in the Control 
of Disease 


This preventive program includes the control of 
disease where there is a specific medical plan to 
be followed by the patient, such as in diebetes, 
pernicious anemia, syphilis and gonorrhea. It 
also includes those diseases which may recur 
again, such as heart disease and nephritis, and it 
also includes those diseases where complete cure 
is possible but there remains a potential danger 
of recurrence if the individual is subjected to 
much strain, such as in tuberculosis. 


The actual medical treatment recommended in 
these cases is full of social implications. It may 
mean that medical treatment will include change 
of habits or complete change of a way of life, 
complete rest may be recommended, or perhaps 
careful clinic observation for a long period. There 
are some who need various kinds of apparatus, 
others convalescent care, others nursing care in 
the home. The social worker is concerned with 
these social problems which arise out of the na- 
ture of medical treatment, but again she finds that 
quite often, social obstacles of some sort or other 
interfere with a successful execution of such plans. 
These obstacles may be physical deprivations— 
such as unsatisfactory home environment, lack 
of income, or they may be attitudes or responses 
to illness. It is obvious that treatment cannot pro- 
ceed unless these impediments are removed. Here 
again we find that knowing the social aspects of 
the specific medical situation is not enough. We 
need to know the individual with whom we are 
dealing, how the social situation affects the pa- 
tient as a person, and how his feeling about his 
illness may affect his efforts toward the control of 
it. The meaning of illness to any individual pa- 
tient, we find, will differ from its meaning to any 
other person. Fear of dependency, fear of suffer- 
ing, fear of death, may appear on the one hand, 
or the individual may welcome illness as an escape 
or because of need for dependency on the other. 
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The patient, thus, may need help in understand- 
ing the implications of his illness or in accepting 
the limitation of it, but at the same time, he may 
need some concrete help also in helping him ar- 
range to carry into the home or community the 
medical care begun in the clinic. It may mean ad- 
justment of the environment or adjustment of 
plans of living. 


A 27-year-old man with moderately advanced 
tuberculosis, Mr. B, might be used to illustrate 
the social worker’s role in the control of disease. 
The doctors believed that with one or possibly 
two years of sanatorium care Mr. B would be 
able to return to his role of wage earner again, 
and to a rather satisfactory life. When the rec- 
ommendation of sanatorium care was first made 
Mr. B accepted it without much question and 
wished the worker’s help in arranging for it, for 
examination of his wife and child, and for plans 
for his care until he could be admitted to the sana- 
torium. The wife and child would go to the home 
of her family in another town. It was not until 
later that he rebelled against the doctor’s recom- 
mendation, returned to work, and refused the plan 
of sanatorium care. The social worker in her at- 
tempt to understand why Mr. B felt as he did, 
learned that giving up his role as wage earner had 
a great deal of meaning for this patient, which 
he did not at first realize. He was afraid that he 
would lose his opportunity for employment when 
he was again able to work; he felt that he was 
shirking his role as wage earner if his wife had 
to accept care from her parents, and even more 
fundamental than that, he was afraid that he 
might lose his wife’s affection if he were sick and 
unable to provide for her. The social worker was 
able to help Mr. B think through these feelings. 
He received some reassurance from his employer 
that if there wasn’t a job for him when he re- 
turned to normal life again, a recommendation of 
his good work record would help him secure em- 
ployment elsewhere. By directing Mrs. B to a 
community social agency for help Mrs. B was able 
to continue the maintenance of a home for herself 
and child in the city thus making it possible for 
her to be close enough to the sanatorium to make 
frequent visits and at the same time giving Mr. 
B the security in the fact that his home was not 
broken up. 


In certain diseases of public health interest such 
as syphilis, gonorrhea, tuberculosis, the social 
worker in the clinic is responsible to the communi- 


ty as well as to the individual. Examination of 
contacts and discovery of the source of infection, 
although a public health problem, because it in- 
volves social relationships of individuals, falls into 
the sphere of social casework. 


Responsibility of the Social Worker In the 
Prevention of “Invalidism” 


In the case of the severely handicapped person, 
quite often there is no consideration of prevention 
or recurrence of progress in the disease, but the 
prevention aspect does appear in relation to disa- 
bility. The restrictions imposed by such a handi- 
cap may affect the satisfactory social adjustment 
of the individual. The social worker concerns her- 
self with the readjustment of an individual to his 
physical handicap and assists him to find a satis- 
factory role for himself in his family and com- 
munity. The crippled child, young man or woman 
may need vocational help to assist in his rehabilita- 
tion. The community often offers many resources 
in the rehabilitation of the handicapped and where 
the problems of the handicapped person is pri- 
marily social, he will often receive adjustments 
through the community rather than through the 
hospital. 


This problem of prevention from disability also 
occurs in chronic disease. In the case of a diabetic 
patient the social worker helps him and his family 
to participate fully in the execution of an essential 
medical regimen but at the same time she will as- 
sist the patient to adjust to, and accept chronic 
disease while leading as active and interesting a 
life as possible. This is true also in individuals 
with rheumatic heart conditions, arrangements 
are made for the maintenance of the necessary 
regimen, but at the same time the child often 
needs help in adjusting to his illness, restricting 
his activity but learning participation and self 
sufficiency. 


Through this broad use of the term prevention 
almost the entire function of the clinic and the 
social worker in the clinic can be included. The 
public health emphasis upon prevention is enlarg- 
ing the function of the clinic to bring its activities 
into the patient’s life before disease has actually 
developed. And the services of the clinic or hos- 
pital do not cease until the individual has been re- 
stored to health and the chances of recurrence are 
minimal or until plans have been set in motion in 
achieving the fullest possible health. 
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Hospital Publicity in Wartime 


LAURA G. JACKSON 


America-at-war is officially proved by the 
existence of such new Government depart- 
ments and offices as the following: 


T= high state of publicity consciousness in 


Information Section, Office for Emergency 
Management 


Office of Facts and Figures 
Rockefeller Committee 
Coordinator of Information 


and by the outpouring of literature from these 
and related sources. It is further evidenced by 
the Commander-in-Chief’s recent expression of 
dissatisfaction with the official publicity, and his 
consideration of a super press bureau, to be head- 
ed by, perhaps, a minister of information and 
propaganda. 


Analyzing Activities in the Light of Their 
Relation to the War 


Each of us who want, or produce, or publish 
publicity, is influenced by what the official pub- 
licists are saying, and by the war publicity needs. 
Very little nongovernmental publicity today can 
stand on its own feet. Newspapers and publicists 
and institutions should be merged in one supreme 
effort—winning the war—and no matter how 
much good an individual organization may be 
doing, no matter how worthy its cause, it cannot 
gain anybody’s ear through the war din unless it 
beats the war drums too. To do this effectively, 
activities must be re-analyzed in the light of their 
relation to the war, and in some instances they 
must be reorganized the better to meet war needs. 


This inventory taking and redirecting should be 
stimulating. If thoroughly done, it will make 
every publicist, whether a Hollywood press agent 
or a compiler of philanthropic agency reports, a 
propagandist for the war effort. By telling an 
enthusiastic and convincing story of each institu- 
tion’s contribution, by tying in that contribution 
with national objectives, we may give more real 
help in propagandizing the war effort than if we 
sent all our publicists down to Washington to 
join the Government information service. We 
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may be able to show, better than the Government 
publicists could, how the objectives are being 
reached in our own home towns. 


Community Welfare Activities Are War Work 


To illustrate this, we might consider the cur- 
rent publicity needs of an institution found in 
practically every community—the hospital. The 
ordinary, voluntary, nonprofit hospital seems at 
first thought to be about as far removed as could 
be from the war effort. Tying in its publicity 
with the war may therefore seem difficult. What 
has taking care of Mrs. Jones and Mrs. Smith and 
their newborn babes; of Mr. Wills, the machinist, 
who was burned in a factory fire; and of Mr. Wil- 
son, the engineer, who was hurt in a railroad 
wreck, to do with fighting the Japs? We may find, 
when we dig down into facts, that it has a great 
deal to do with it. Mr. Jones may be a bombardier 
over the Pacific, and the feeling of assurance he 
has had all the time that his wife and child will 
be well taken care of when the time comes, will 
have made his aim more accurate. Mr. Smith 
may be a foreman in an airplane factory, and his 
pride over the addition to his family who is get- 
ting a good start in life in a modern hospital, is 
going to be an incentive to pep his crew up to 
more production—in order that the baby may 
grow up in a victorious America. As for Mr. 
Wills and Mr. Wilson, and their injuries, were 
they caused by accidents or by sabotage? Which- 
ever they were, production and transportation 
were slowed down by them, at a time when Amer- 
ica needs speed. The earlier the hospital gets 
Mr. Wills back at his machine and Mr. Wilson 
back on his locomotive, the less will the war ef- 
fort be impeded. 


Taking care of the sick and the injured in war- 
time is war work. All community welfare activi- 
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ties are war work. They result in salvage of 
human life and energy that can be used in win- 
ning the war. Indirect though they may be, some- 
times, as when the effect upon a husband or fa- 
ther is involved rather than his own condition, 
most of us have learned to appreciate the relation 
of emotional factors to working and fighting effi- 
ciency. Men are not machines. Lately Captain 
Frederick R. Hook of the Medical Corps of the 
United States Navy told a medical gathering that 
the ship’s surgeon has to treat homesickness, as 


well as seasickness and colds, to keep the gun crew 


scoring hits. 


Present Day Interest Centered on War Angle 


The hospital that simply reported the births of 
the Jones and Smith babies, and informed the 
newspapers of the extent of Mr. Wills’ and Mr. 
Wilson’s injuries, and stopped there, would be not 
only losing an opportunity to show the value of 
its service in wartime, but would be missing a 
chance to help propagandize the total war effort. 
Besides, as newspaper publishers and editors can 
testify, space for routine hospital or any other 
regular news is diminishing as war connected sto- 
ries increase. Publicity nowadays, in order to be 
published, must fulfill in the broadest sense the 
dictionary definition of “opening to the knowl- 
edge of the community” the full implications of 
service rendered, especially as related to the main 
business at hand—winning the war. Every gen- 
erous display of hospital publicity that I have 
seen lately in a good newspaper has had that re- 
lationship clearly shown. Ferreting out the war 
angle behind the surface facts is the publicist’s 
first responsibility today. 


Fund Raising in Wartime 


To take a specific example—an example of pub- 
licity that brought substantial results in dollars— 
I select as outstanding the Hackley Hospital at 
Muskegon, Michigan. Forty years ago that hos- 
pital was founded through a private endowment 
and never until last year had it appealed to the 
community at large for major funds. No habit 
of widespread giving had been established in nor- 
mal times. Then last year industrial expansion 
in the community led to larger demands for hos- 
pital care than could be met without additions to 
the plant. Prospective large donors to whom ap- 
peals might be made were few. The necessity 
arose of interesting a large number of citizens 
in contributing. As anyone knows who has tried 
it, fund raising in these days, except for 
such causes as the Red Cross, the U.S.O., and 
Army and Navy relief, is a formidable undertak- 
ing. Yet Hackley Hospital not only obtained, be- 
tween December 7 and January 15 of this war 
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era, the $277,500 set as a goal, but topped it by 
$62,000. 


The campaign was well organized. A number 
of leading citizens devoted all their energies to it. 
Of course there was a goodly amount of well 
planned campaign literature, and there was lib- 
eral cooperation from the radio stations. How- 
ever, anyone who has the privilege of studying 
the reports and scrapbooks as I have had, will 
grant that the most powerful single influence 
was undoubtedly the Muskegon Chronicle. 


When a Newspaper Editor Has the Progress of 
His Community at Heart 


When a newspaper editor has the progress of 
his community at heart, he sees the publicity that 
comes across his desk in the light of its potentiali- 
ties for creating public interest in needed ac- 
tivities. From the breadth of his vision of the 
community as a whole he and his staff translate 
the factual material that they get into appealing 
news stories. Even when the publicity writer’s 
copy is acceptable to the editor, he can add to its 
impressiveness by suitable display, illustration, 
and placement. Newspaper publicity is success- 
ful to the degree in which there is close coopera- 
tion between the newspaper, the liaison agent, and 
the heads of the activity being publicized. 


The Muskegon Chronicle, for instance, used an 
eight-column, boldface, top head on the initial 
story announcing the plan for financing the hos- 
pital extension. It buttressed the announcement 
story with other articles describing the accom- 
plishments of the hospital through the years and 
the enlarged needs now facing it in a vital defense 
industrial area, officially recognized as such by a 
PWA grant of $228,500 for the addition to the 
hospital provided the community could raise the 
$277,500 balance required. The next day another 
banner head read, “War Spurs Leaders in Hack- 
ley Hospital Drive,” and the article pointed out 
in the lead that Muskegon is the “focal point of 
war production in West Michigan” and as such 
“faces an acute lack of adequate hospital facili- 
ties in case of emergency.” The spirit in which 
the newspaper really led the whole campaign is 
shown by a few statements from an editorial pub- 
lished on January 2, as follows: 


“Next week Greater Muskegon will give 
itself the privilege of thrilling to the con- 
sciousness that it is again on its way to bet- 
ter things. This community for a decade 
has been struggling just to carry on at all. 
It begins again to feel the currents of eco- 
nomic vitality flowing through its veins. To 
it now comes the test of its civic vitality— 
the test of whether its experience of hard- 
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ship has driven it into its own shell, made it 
timid and clouded its vision of its own fu- 
ture, or has merely trained it down for other 
and greater efforts ... The fact that Greater 
Muskegon still is civically alert, still is ready 
to go forward, has been established by the 
cordial response given announcement of the 
forthcoming appeal. With the prospective 
achievement, Greater Muskegon will gain 
new accessions of courage for multitudinous 
community tasks that lie ahead.” 


In other words, the editor put the community 
on its mettle. How it responded is described in 
the following extract from an editorial dated 
about two weeks later: 


“A new era, a greater Greater Muskegon 
than hitherto has been dreamed of, opened 
last evening with the triumphant conclusion 
of the campaign for the enlargement of Hack- 
ley Hospital and the simultaneous projection 
of the general chairman’s vision of a com- 
munity equipped to match its industrial by 
its cultural development. That is the kind 
of vision from which, alone, communities in 
which it is a joy to live are builded. With- 
out it, they become aggregations of trading 
posts, bodies without souls. Community hos- 
pital needs could have been met, as many 
communities have met them, through public 
taxation. But such a method gives a com- 
munity none of the thrill, spiritual uplift 
and satisfaction that comes with an effort like 
that which has insured Greater Muskegon 
at least temporary relief from serious under- 
hospitalization . . . This hospital victory has 
come in the midst of a world crisis in which 
our own country has become involved. It 
has not interfered with community partici- 
pation in the national defense effort. Height- 
ened community morale, which results from 
such an outstanding success, is always the 
highest asset for the kind of service we shall 
be rendering in the years just ahead. The 
vision born in the midst of crisis can be set 
on its way toward realization while the crisis 
continues. We shall be learning to do more 
for the common welfare and less for individ- 
ual, selfish selves, which is all it takes to 
make any community truly great.” 


News Clipping Scrapbook Tells a Story 


Now if that were all there were to the Hackley 
Hospital story—just this short, successful cam- 
paign in a city shown by this achievement to have 
risen from decadence—it could be duplicated in 
many another place. Brief moments of brilliance 
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are granted to almost all mortals and the projects 
in which they express themselves. But I found 
a forty-year publicity build-up for this fund-rais- 
ing campaign. Few hospitals in 1902 were pub- 
licity conscious enough to keep a scrapbook— 
many inform me now that they have none—but 
one was started by somebody on May 29, 1902, 
when the gift of a building site and a $150,000 
endowment to found a hospital in Muskegon was 
announced by Mr. Charles H. Hackley. The 
Chronicle clippings, now yellowed, were treasured 
through all the early years and they tell a fasci- 
nating story of a newspaper and an institution 
between which there has always been close co- 
operation and understanding. The hospital from 
the beginning opened its affairs to the under- 
standing of the public through a newspaper which 
recognized that those affairs were newsworthy. 
Both profited by the teamwork when a crisis 
finally arose—the hospital obtained needed funds 
and the newspaper seized upon the response to 
one campaign as hope for revitalizing the whole 
community from every aspect. A banner head 
the day after closing of the drive reads, ““Muske- 
gon Challenged to Meet Other Civic Needs as 
Hospital Drive Tops Goal,” and it leads into a 
story which lists the need for additions to the 
library, the art gallery, and Mercy Hospital, a 
new Y. W. C. A. and a civic auditorium. 


Constructive Publicity Inspires Teamwork 


This is a good story to remember when there 
is inclination to dismiss publicity as ballyhoo and 
puff. Some of it is that, no question, and the 
discriminating editor weeds it out. Much of it, 
however, is not only a true record of activities, 
personalized and keyed to other current events 
such as war, but has history making significance 
in itself because it helps to win good will and 
support for constructive projects, and keeps 
things. moving in the community and the nation. 
Untold and ill-told happenings, however impor- 
tant, sway no opinions, gain no interest, and 
move no hearts. _ Good publicity results from in- 
timate understanding of basic objectives by the 
writer, and discernment of its significance to the 
over-all social aims by the editor and publisher. 
This is true while we are winning the war and 
will be equally true when we are trying to fol- 
low victory with a beneficent peacetime. 


Consequently, it is the responsibility of the 
community newspaper to keep every citizen in- 
formed of local public welfare and industrial 
needs. Publicity that is interpretive news about 
community projects is'an aid to the busy editor. 
In war and in peace, constructive publicity primes 
the gun that inspires teamwork for progress. 
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Role of the Hospital in Civilian Defense 


WALLACE D. HUNT, M.D 


powers has produced certain expressions 

which have been used so much as to seem 
nothing but banal platitudes. Such terms as “total 
war” and “blitzkrieg” are often heard now, yet 
they were unknown in previous wars. Obviously, 
modern warfare has introduced some new technics 
and requires radical changes in our conception of 
warfare. 


M ODERN warfare as introduced by the axis 


Total War 


Total war means exactly what it implies. Na- 
tions now go to war with every means at their 
command. No longer do the armed forces alone 
carry on the war; every man, woman, and child is 
involved in some way. Civilian casualties are fre- 
quently greater over a period of time than those 
of the armed forces. Disruption of the activities 
of the civilian population may serve the enemy as 
effectively as overcoming army or navy units. 
War casualties often become as serious a problem 
to the hospitals at home as they are to the hospi- 
tals in the field of battle. Epidemics at home may 
well be as serious a handicap to the prosecution 
of the war as epidemics in the armed forces. 


The Blitzkrieg 


The “blitzkrieg” or lightning war means that 
like lightning it may strike anywhere with sudden 
fury. The element of surprise is paramount here, 
unleashing an attack with lightning rapidity 
where least expected. Finding a community un- 
prepared it is easy to play havoc on its industries 
and its people. Incendiary bombs start blazing 
infernos which spread rapidly bringing death and 
destruction all out of proportion to the actual 
bomb load employed. 


In the early days of the blitzkrieg on Great 
Britain the casualties were high, the damage ex- 
tensive. If the armed forces were relatively un- 
prepared how much less so was the civilian popu- 
lation. Out of the chaos there gradually developed 
a system of civilian defense, a plan of action based 
on organization, training, and discipline. Military 
strategy is a science of long standing but now 
there has developed a new science of warfare— 
civilian defense. 


28 


The Author 


@ Dr. Wallace D. Hunt is the Regional Med- 
ical Officer of the Sixth Area of the Office 


of Civilian Defense. 





Bombings in Cities 


At first there was a tendency to regard bomb- 
ings in the cities as disasters which could be han- 
dled like other diseases. This proved inefficient 
and impractical. Under -war conditions with wide- 
spread bombing it is often impossible to obtain aid 
from neighboring communities. All too often they 
were also hard hit. There is not time to leisurely 
salvage what remains when the enemy may return 
again and again. It became evident that as far as 
possible each community must be self sufficient. 
Peacetime disaster relief methods would not 
suffice. 


The Hospital and Emergency Services 


The medical care of civilian casualties became 
the duty of the medical division of civilian de- 
fense. Organizing the medical resources of the 
community gave rise to the development of what 
became known as Emergency Medical Services. 
Experience soon demonstrated that the only prac- 
tical plan was to base the medical units in the 
hospitals. In other words, the hospital is the very 
cornerstone on which the emergency medical serv- 
ices rest. 


This represents a distinct departure from the 
usual peacetime disaster relief organization. The 
older system of putting medical teams into the 
field, totally unrelated to hospitals is not feasible. 
The hospital staff with its nurses and other 
trained personnel represents the only logical sys- 
tem. These people are accustomed to working to- 
gether, and the staff represents a balanced organi- 
zation. It is important, too, that certain personnel 
be designated to remain at the hospital to care for 
incoming casualties. The tendency to strip the 
hospital of its staff in an emergency must be 
guarded against. Surgeons and others with spec- 
ial training may be of comparatively little value 
in the field but are of inestimable value in the hos- 
pital. Less skilled persons may serve as well in 
the first aid posts. 
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The hospital is also the logical place to obtain 
supplies. There should always be on hand an 
ample quantity of equipment and medical supplies. 
It is not intended they should have vast stores of 
unused material but rather a sufficient stock on 
hand to handle any emergency. Contrast this 
again with the unrelated first aid posts that must 
of necessity have a store of supplies which may 
never be used. Multiply this many times and it 
becomes obvious there must result a serious short- 
age of such equipment and supplies. 


The cost of hospitalizing persons injured as a 
result of enemy action will be borne by the Fed- 
eral Government. A sum of money has been set 
aside for this purpose. It is also proposed to re- 
imburse at least in kind, for supplies used in car- 
ing for the casualties. Rates to be paid for hospi- 
talized patients have been established. The re- 
gional medical officers for civilian defense are at 
present setting up the administrative machinery. 


Publications of the Medical Division of the 
Office of Civilian Defense have outlined the ap- 
proved method for organizing the hospital staff 
into field units. They have also indicated the 
equipment and supplies which will be found suit- 
able for first aid posts and casualty stations. It 
should be emphasized here that casualty stations 
are to serve as hospital sub-stations, located in 
suitable buildings in areas which may be remote 
from the hospital and not otherwise adequately 
served. They may act as filtering stations to pre- 
vent overloading the hospital with non-serious 
cases. 


When Evacuation of Hospitals Is Necessary 


In certain vulnerable target areas it may be 
necessary to evacuate the hospitals at any time. 
This may be a partial or total evacuation. It may 
well be necessary to remove chronic cases from 
receiving hospitals to make room for the recep- 
tion of casualties. On the other hand, the more 
protected hospitals may be called upon to receive 
patients from evacuated hospitals. This means 
there must necessarily be a closer relationship 
between the hospitals, in some cases what amounts 
to an affiliation. Hospital administrators have a 
serious responsibility in planning now for any 
eventuality. 

Blood Banks 


The program of the military in taking over the 
entire output of blood plasma from the commer- 
cial laboratories brings about the problem of 
securing sufficient quantities for the civilian 
needs. It will be necessary that all the larger hos- 
pitals, equipped with adequate laboratories, plan 
to establish a blood bank if they have not already 
done so. These hospitals having blood banks will 
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need to expand their facilities to be prepared for 
any sudden demand either from their own or 
nearby communities. Recognizing this need the 
Federal Government through the Medical Division 
of the Office of Civilian Defense is prepared to 
offer consultation and advice to those hospitals 
considered as most likely to have demands made 
upon them. 


The program for the development of extensive 
blood banks in the hospitals is more than a plan 
to meet emergencies. Blood transfusion is not a 
new procedure although many of the refinements 
of technic are recent developments. In the past, 
however, the blood transfusion was a tedious, ex- 
pensive procedure, consequently too often used 
only in extreme emergencies. With the proper 
collection, preparation and storage of blood or 
plasma it becomes a relatively simple and inexpen- 
sive treatment and need not be reserved for pa- 
tients in extremis. The remarkably gratifying 
results obtained at Pearl Harbor were due in a 
large measure to the prompt and repeated blood 
plasma treatments administered to the casualties. 
This indicates blood transfusions, either of whole 
blood or plasma will become a more standard pro- 
cedure in all hospitals. They must be encouraged 
to be prepared for it. 


Depletion of Hospital Personnel 


Practically every hospital has suffered the loss 
of staff members to the armed forces. It is quite 
certain there will be further losses. In spite of 
the hardships this works upon the hospitals, there 
is not one that is not proud its staff members are 
serving their country. More sacrifices will be 
made and made cheerfully to insure sufficient 
medical personnel for our Army and Navy. Neces- 
sarily, this will impose added responsibilities to 
those who remain at home. In addition to the in- 
creased load of caring for the sick there will be 
the need for preparing for emergency medical 
services in these days of total war. 


Not alone in medical staff personnel are the hos- 
pitals being depleted. Nurses, too, are being called 
into the services until the hospitals are finding it 
more and more difficult to replace them. Forsee- 
ing the inevitable shortage of nurses and profiting 
by the experience of England there have been 
established in many hospitals under the direction 
of the Red Cross, classes for the training of 
nurses’ aides. This program has been explained 
to you and yet certain misconceptions occur. It 
cannot be overemphasized that this is not a pro- 
gram designed to produce practical nurses. 
Wherever the program has been instituted, reluc- 
tant hospital directors and nurses have found 
themselves enthusiastic before the first class is 
completed. These people are not being trained in 
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a vocation but are women of independent income 
volunteering to aid in the hospitals without pay. 
Trained to work only under the direction of grad- 
uate nurses they increase the nurse’s efficiency by 
doing certain routine tasks requiring no profes- 
sional training. The hospitals have not yet ex- 
plored the possibilities in this field. 


Another advantage to the hospital gained by 
training nurses’ aides lies in the field of public 
relations. Intelligent lay women from your com- 
munity have an opportunity to learn at first hand 
what is meant by high standards of medical care, 
what safeguards the modern hospital provides for 
its patients. These women can and do carry the 
message to their friends which the professions 
themselves are too modest to boast about. 


Organization for Emergency Service 


When the bombs fall on certain vulnerable tar- 
get areas it is quite likely calls will come for medi- 
cal aid to hospitals not at the moment involved. 
With this in mind it is proposed that a working 
group, to be used in such an emergency, be or- 
ganized to move as a unit to the stricken areas. 
Here again a plan is proposed that under civilian 
defense, civilian doctors be organized much on the 
lines of an army base hospital, although much 
smaller. Such a unit could move on short notice 
to bring temporary aid wherever necessary. It 





is not planned they would need to go far from 
their home area, nor would they be called for ex- 
tended service. At the same time the need for or- 
ganization now is obvious. Provisions are being 
made for these. physicians to go when and if 
needed with appropriate officer’s rank, salary, and 
traveling expenses. ; 


These are indeed trying times for hospitals and 
the medical profession. Let it never be said that 
we shirked our responsibility. There is a very im- 
portant job to be done and it will be done. It is 
not all blood, sweat, and tears. Out of it already 
there has developed a closer understanding, a 
closer feeling that we are all for one and one for 
all. No longer can we indulge in the luxury of per- 
sonal feuds, standing on our prerogatives and 
other such non-essentials. The luxuries, superfiui- 
ties, and fol de rol will be abolished. The princi- 
ples and high standards need not be threatened. 
A return to the principles of medical care—un- 
embellished though they be, cannot be anything 
but a blessing. 


In the meantime rest assured, the hospital and 
medical affairs in the Federal Government rests 
in the hands of responsible people from your own 
ranks. Our duty is first to win the war; we do not 
feel it necessary to sacrifice our ideals or stand- 
ards but rather that because of our ideals success 
is inevitable. 
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The Future of Voluntary Hospitals Is in Their Own Hands 


Editor, HOSPITALS 
18 East Division Street 
Chicago, Illinois 
DEAR SIR: 

Here is a thought for those who are interested 
in the future of the voluntary hospital system. 


May 5, 1942 


Gifts and bequests from individuals, which in 
the past have been a principal source of funds 
for hospital construction and expansion, are now 
diminishing. Must voluntary hospitals, therefore, 
look to the Government for capital funds? I do 
not believe so. 


Increasingly the Government is taxing away 
the profits of corporations. Under present tax 
conditions, corporations are increasingly willing 
to give substantial portions of their surplus in- 
come to community hospitals for plant develop- 
ment. This attitude has been clearly revealed 
in recent hospital drives, and it should be and can 
be encouraged. 


The degree of corporation interest in local hos- 
pitals depends upon the kind and volume of serv- 
ices which the hospitals perform for the local 
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community, and more particularly for corpora- 
tion employees, who are the backbone of our in- 
dustrial communities. Semi-private and ward 
prepayment plans offer the best possible means 
of bringing corporations and their local hospitals 
closer together. Voluntary hospitals should there- 
fore, in their own interest as well as in the 
interest of the community, aid in the expansion 
of prepayment plans on terms suitable to the re- 
sources and needs of workers. 


I have stated the case hastily and perhaps awk- 
wardly, but I believe that what I am suggesting 
is the key to the preservation of a voluntary hos- 
pital system free from Government domination. 


The future of voluntary hospitals is in their 
own hands. A system of organized medical care 
which has served the American people so well 
should not be sacrificed because of lack of cour- 
age or understanding. 


Yours very truly, . 
S. S. Goldwater, M.D., 


President, Associated Hospital 
Service of New York 
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General Problems of Small Hospitals as They 
Affect the Trustee 


STANLEY JOHNSTON 


served as a member of a hospital board 

of trustees I realize how woefully unedu- 
cated I have been in hospital administration prob- 
lems as they affect the trustee. Possibly this is a 
good sign and an incentive for better work in the 
future. At any rate, I am convinced that the 
proper education of the hospital trustee has been 
commonly neglected in the smaller hospitals. 


a S I look back over the ten years that I have 


In order that you might better understand the 
type of hospital with which I have served as a 
trustee, I shall give you a brief history of the hos- 
pital and its work. The South Haven Hospital 
was started by popular subscription in 1908 and 
was operated by a board made up of doctors and 
laymen until 1919 when it was taken over by the 
City of South Haven. The hospital is classified as 
a 30-bed unit. From the time that the hospital 
was taken over by the city until last year, it was 
under the control of a board of trustees of five, 
three being laymen from the city at large, one 
being the City Health Officer, and one being chair- 
man of the Hospital Committee of the City Coun- 
cil. Last year the board was enlarged to eleven 
members, five being added from the five adjacent 
townships. This was done to create a wider com- 
munity interest in the hospital. 


The business of the hospital grew through the 
years from an average of four or five patients 
per day to a present average of about eighteen. 
The total volume of revenue from patients at 
present is about $35,000 per year. The normal 
deficit of the hospital has been about ten per cent, 
which has been made up by the City of South 
Haven. This does not mean that the hospital 
board can operate regardless of the amount of 
the deficit. A definite appropriation is set up by 
the city and every effort must be made to keep 
within this amount. All expenditures of the board 
must be approved by the City Council so that the 
city has a definite check on expenditures. 


As the result of an arrangement between the 
City of South Haven and the W. K. Kellogg Foun- 
dation of Battle Creek, Michigan, we are building 
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a new hospital which will be opened about June 
first. This hospital will provide excellent, modern 
hospital facilities for the people of South Haven 
and community. The new hospital will, like the 
old one, be under the control of the city, but its 
affairs will be managed by the larger board, in- 
cluding one member each from the five adjacent 
townships. 


Five Major Problems of the Trustee of the 
Small Hospitals 


From my experience I wish to list and comment 
briefly on five major general problems of the 
small hospital as they affect the trustee. They 
are as follows: 


1 Securing efficient and interested trusteeship 
2 Choosing the right administrator 
3 Promoting sound public relations 


4 Maintaining satisfactory contacts with the 
medical group 


_ 5 Securing adequate funds to operate the hos- 
pital efficiently 


In my opinion, it is a foregone conclusion that 
a hospital cannot be operated efficiently without 


_ an aggressive and well-educated board of trus- 


tees. As stated at the beginning of this article, 
I am chagrined when I look back at the mistakes 
I have made as a trustee in the past, and I be- 
lieve that nearly all trustees who are honest with 
themselves will agree that they have not been 
educated for their trusteeship and have had to 
learn by the cut and try method presided over by 
that hard taskmaster—experience. This is often 
a costly method of operation. 


The W. K. Kellogg Foundation has aided in the 
education of our trustees by sending those who 
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wished to go to hospital meetings and assemblies 
and regularly sending reprints of valuable articles 
on hospital management to the trustees. These 
meetings and articles have helped our trustees to 
realize that the business of being a hospital trus- 
tee is one of great responsibility and one requir- 
ing special thought and training. 


When the time arrives for new appointments 
to the board, the remaining members should take 
a special interest in seeing that new members will 
be appointed who are community-minded, willing 
to study their duties as trustees, and who are 
sufficiently aggressive to get things done. “Sitting 
members” who do nothing but attend an occa- 
sional board meeting and give no thought and 
study to their duties are of little value to the or- 
ganization. 


Choosing the Administrator 


It is said that the most important duty of a 
board of education is to hire a competent super- 
intendent of schools. I believe that it is equally 
important that the hospital board of trustees hire 
a competent administrator or superintendent. 


Almost all small hospitals have used a nurse 
superintendent as the administrative officer. The 
South Haven Hospital used nurse superintendents 
until last December, when a man administrator 
was hired. Our experience in general with nurse 
superintendents was not satisfactory. This is in 
no way any reflection on the ability of a woman 
to manage a hospital. In fact, many of the best 
hospital administrators are women. The difficulty 
in our case, and I presume in the average small 
hospital having a nurse superintendent, is that too 
much is expected from the superintendent. She 
is expected to supervise the nursing, do the buy- 
ing, look after the collections, and perform a dozen 
other administrative duties. This is too much 
to expect from anyone, man or woman. The re- 
sult is that either the nursing or the administra- 
tive work of the hospital is bound to suffer. There 
is a definite need for a nursing supervisor and a 
separate administrative head in the small hos- 
pital, unless the extremely small hospitals might 
be an exception. 


The hiring of a separate administrative officer 
for the small hospital may seem like almost an 
unsurmountable financial obstacle. However, I 
am of the opinion that a reasonably competent 
administrative officer can nearly save his salary 
in more careful buying and better collections, to 
say nothing of the improvement in administering 
many smaller details of hospital routine. 


One could prepare a long list of the desired 
qualifications of a good hospital administrator 
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and end up with the description of an individual 
who, if he had all of these qualifications, could 
not be hired for less than fifty thousand dollars 
a year. The most important requirements, I be- 
lieve, are industry and tact, together with reason- 
ably good training. If one is industrious and 
tactful in handling people, he can make up for 
many shortcomings. There are always plenty of 
things for an administrator to do and if he is a 
clock-watcher, he will not get them done. There 
are also many opportunities for tactful handling 
of employees and patients. If the administrator 
is willing to work and can get along well with 
people, he is almost certain to render good service. 


Promoting Sound Public Relations 


A feeling of good will on the part of the general 
public toward the hospital is of great value and 
importance. Our board was not very aggressive 
in this line until we started building our new hos- 
pital. We then tried to keep the people informed 
through the press and at meetings of the need for 
a new hospital, how it was to be built, and an ex- 
planation of some of the problems involved. The 
result was that when an emergency arose in the 
obtaining of some of our funds and we asked the 
people of the community for aid they subscribed 


~ over $22,000 in a short time to purchase the room 


furnishings for the new building. 


It seems to me that there is a great opportunity 
through the press and public meetings to arouse 
the interest of the people of the smaller commu- 
nities regarding the hospital and its work. The 
majority of people really want to do something 
for their local hospital. One of the best invest- 
ments any board of trustees can make is to have 
an aggressive committee on public relations con- 
sisting of members who have had experience in 
working with people. It is of particular value if 
at least some of the members on the committee 
have had experience in public speaking or in writ- 
ing newspaper articles. 


Every opportunity should be grasped to enlist 
the aid of the people of the community in hos- 
pital work. A women’s auxiliary or hospital 
guild should be organized and trained and be 
given definite duties to perform. Aid should be 
asked on special projects. For instance, in com- 
pleting our new hospital, more than 400 man- 
hours of labor will have been donated by men of 
the community in ranking and levelling the 
grounds preparatory to seeding the lawn and 
planting shrubs and trees. The women of the 
hospital guild plan to aid in cleaning the building, 
placing flowers in the rooms, and acting as guides 
for the public open house. These people are glad 
to help in these activities, if asked, and have a 
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feeling that they are contributing something to 
a very useful addition to the community. 


Maintaining Satisfactory Contacts with the 
Medical Group 


In the past, our superintendents have met with 
the medical staff and relayed their ideas and re- 
quests to the board for action. This arrangement 
has been only partially successful. An occasional 
closer contact is needed between the board and 
the doctors of the staff, and also with other doc- 
tors who do not happen to be members of the 
staff. Lack of meeting room facilities in our old 
hospital has been a handicap in dealing with this 
problem, but it is planned to arrange a joint 
dinner meeting for the board and the doctors 
once every two or three months, as soon as we 
are established in our new building. We also 
plan to invite doctors from small towns, within 
a radius of about twenty miles, to an occasional 
meeting when they can become acquainted with 
the board members and local doctors and see the 
facilities offered by the new hospital. It is hoped 
that this method will better acquaint the board 
with the doctors’ problems and widen the sphere 
of usefulness of the new hospital. 


Securing Funds to Operate the Hospital 


Some might think it strange that this problem 
is listed last. The securing of funds is ordinarily 
such a serious problem in almost all small hospi- 
tals that one would think that it should be listed 
first. Under ordinary conditions, I would agree 


that it should be listed first, but I believe that if 
the four problems previously listed are properly 
solved, the securing of adequate funds to operate 
the hospital will naturally follow. In other words, 
if we as trustees are of the right caliber and do 
the things properly that we should do, the in- 
stitution will operate efficiently enough to have 
funds available for normal expenditures. 


Increased funds can be obtained by gifts and 
by raising rates when necessary to meet higher 
costs. We all appreciate the fact that required 
hospitalization is often a serious blow to the fam- 
ily pocketbook, and it is undoubtedly the duty of 
every hospital board to provide hospital care at 
the lowest possible rate. However, the board 
should not be expected to furnish hospital care 
at a loss unless sufficient funds are available from 
philanthropic endowments. Hospital insurance 
plans are developing rapidly and should be the an- 
swer to the sudden staggering blow of an expen- 
sive illness. 


Undoubtedly, small hospitals could add consid- 
erably to their funds by a well organized effort 
to obtain endowment funds from wealthy people. 
Following the success of our special campaign to 
raise funds to purchase the furnishings for our 
new hospital, we have taken steps to organize a 
permanent committee to secure endowment funds 
for the hospital. This committee will be made up 
of public spirited people in the community who 
are not members of the hospital board but who 
are interested in the welfare of the hospital. 
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Course in Emergency Hospital Procedures 


Center for Continuation Study 
University of Minnesota 


The University of Minnesota will offer a course 
in emergency hospital procedures at the Center 
for Continuation Study on Wednesday, Thursday, 
Friday, June 3, 4, 5, 1942. The program is de- 
signed for superintendents of nurses, directors 
of training schools, nurse supervisors, and other 
nursing representatives of hospitals. All nursing 
personnel needs more emergency training, not 
only for use in their own institutions but also for 
situations in which they may find themselves in 
the future. 


The subjects will include both the medical and 
the nursing aspects of the following: 
Blood transfusions 


Burns 
Convulsions 


Acute bowel obstruction 
Alcoholism 
Blood substitutes 
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Post-anesthetic care 
Post-operative vomiting 
Respiratory failure 
Serum sickness 


Coronary occlusions 
Depressions 

Diabetic coma 
Emergency tracheotomy 


Fractures Surgical shock and 
Head injuries hemorrhage 
Hemorrhages Tracheotomy after care 


Treatment of poisoning 
Wounds 


Insulin shock 
Oxygen therapy 


Each institution is urged to send one or more 
representatives from the nursing group. An ap- 
plication blank will be sent on request. The cost of 
the course is reasonable. Registration is $2, tui- 
tion is $5, which includes registration. Out of 
town residents are urged to use the board and 
room facilities of the Center for Continuation 
Study. Address all communications to the Direc- 
tor, Center for Continuation Study. 
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Degassing Stations 


WARREN P. MORRILL, M.D. 


to gas warfare in the Crimea and Premier 

Churchill’s threat to retaliate in kind support 
the oft expressed opinion of military observers 
that the Axis would take such action at any time 
they felt their cause desperate. 


Te reports that the Germans have resorted 


Bases in Norway and the Great Circle route put 
all of the United States north of the Ohio and 
east of the Mississippi River within practicable 
bombing range of the Nazies at any time they are 
willing to sacrifice the planes and the freedom of 
their crews. A successful Jap campaign against 
the Aleutian Islands or Alaska present similar 
hazards west of the Mississippi. Such bombing 
is quite as feasible and might be considered quite 
as profitable as the present sub campaign along 
the Atlantic Coast. 


The term war gases includes some substances 
which are delivered as gas under pressure and 
others which are liquids or solids but tend to vola- 
tilize when exposed to free air. The latter group 
may spatter on persons close to point of deliv- 
ery and in such cases have more severe and per- 
sistent action than when acting in lesser concen- 
trations. All are heavier than air and tend to 
settle into lower levels, but have varying rates 
of persistence depending upon the humidity and 
the rate of dilution with air. 


The gases thus far used in warfare may be 
classified somewhat as follows: 


Lacrimatory, Respiratory, Vesicant, and Par- 
alyzant. The characteristics of these gases are 
shown in Table I. 


General Principles 


In planning for the care of gas casualties the 
following general principles should be recognized: 


1 In the nature of the case the casualties are 
likely to come suddenly in quite large groups. 


2 The continuing action of gases is such that 
promptness of effective treatment is more 
important than in any other type of casualty 
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except severe hemorrhage and respiratory 
failure. 


3 The persistency of gas in the clothing of the 


patient renders him a hazard to all other pa- 
tients and personnel who are exposed to him. 
Hence prompt removal of clothing and de- 
contamination by bathing are of prime im- 
portance. 


4 In deliberate gas attacks gases are quite 


likely to be used in combination. Since the 
mask affords protection to the eyes and the 
respiratory tract, it is good military tech- 
nique to combine vesicant gases with lacrim- 
atory or respiratory gases. The vesicant gas 
causes a skin irritation at the point where the 
mask rests on the skin and the patient is 
tempted to ease or remove the mask, thereby 
permitting entrance of the respiratory gas. 


5 The fact that the patient is gassed does not 


preclude the presence of other wounds. 


6 The gas patient is usually more difficult to 


deal with than the simply wounded patient 
as the fear and horror of gas result in such 
marked mental disturbance as frequently to 
dominate the entire clinical picture and in- 
terfere seriously with the treatment of the 
actual physical injury. 


7 The use of gas as a military weapon is based 


not only on its action on large groups and its 
persistence as a menace for several minutes 
or hours, but also like the small caliber rifle 
bullet,. that the disabled man wil] immobilize 
others to care for him while the dead man is 
disposed of quickly and simply. Military sta- 
tistics indicate the use of one well person for 
each disabled person while a small burial 
squad can wait until the battle is over and 
can then care for a large number of bodies. 
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Table I 





Chemical and Type 


Properties 


Effects 





LACRIMATORY 
Chlor-aceto-phenone 
(C. A. P.) 
(non-persistent) 


Solid but invisible in gaseous state 


Irritation of eyes 
Spasm of lids 
Copious flow of tears 
Slight skin irritation 





Ethyl-iodo-acetate 
(K. S. K.) 
(persistent) 


A dark brown liquid, colorless in 
gaseous state 


Similar to C. A. P. but no skin irrita- 
tion 





Bromo-benzyl-cyanide 


A yellowish brown crystal used as 


Similar to K. S. K. 





Nose-irritant 
Di-phenyl-chlor-arsine 
(D. A.) 
(non-persistent) 


(B. B. C.) a liquid mixture. Invisible in gas- 
(persistent) eous state 
RESPIRATORY 


Colorless crystalline solid 
Gives off almost odorless smoke 
when heated; almost invisible 


Sneezing; burning pain in nose, throat, 
mouth and chest; mental depression 
Effects slightly delayed 





Di-phenyl-amine-chlor-arsine 
(D. M.) 
(non-persistent) 


Bright yellow crystalline solid 
Properties similar to D. A. 


Similar to D. A. 





Di-phenyl-cyano-arsine 
(D. C.) 


(non-persistent) 


Crystalline solid with properties 
similar to D. A. 


Similar to D. A. 





Lung irritants 
Chlorine 
(non-persistent) 





Greenish gas; soluble in water; 
corrodes metals; will eventually 
rot clothing 

Smell’ of bleaching powder 


Highly lethal due to damage to lungs. 
Cough, and watering of eyes. Lung dam- 
age develops later 





Phosgene 
(non-persistent) 


Gas, almost invisible; corrodes 
metals 

Action lessened by heavy rain 
Smell of musty hay 


Effects similar to those of chlorine 





Di-phosgene 
(non-persistent) 


Coloriess liquid, invisible in gas- 
eous state 


Action similar to that of chlorine 





Chloropicrin 
(P. 8.) 
(semi-persistent) 


Colorless, volatile liquid with a 
pungent odor 


Similar to chlorine but also causes slight 
tear effect and sickness 





VESICANT 
Mustard gas 
(H. S.) 
(very persistent) 








Oily liquid, straw yellow to dark 
brown. Soluble in oil and alcohol; 
neutralized by bleaching powder. 
Has great power of penetration. 
Liquid may be seen. Smells of 
garlic, onions, horse radish or 
mustard. 


Vapor 
(a) In eyes: tears if in high concen- 
tration. Irritation, swelling and 
temporary loss of vision usually 
within 24 hours. 

(b) In lungs: cough and loss of voice; 
later, bronchitis and broncho-pneu- 
monia. 

(c) On skin: redness, irritation, blis- 
ters. Eye damage worse than that 
to skin and lungs. 

Liquid 

(a) In eyes: immediate irritation; 
closes eyes in one hour. 

(b) Skin: no irritation, redness in 
two hours, blister in 12 to 24 
hours. 

(c) On food: causes severe injury to 

stomach and intestines. 
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Chemical and Type 





Properties 





Effects 





Lewisite Colorless liquid when pure; gives Vapor 
(very persistent off invisible gas with geranium Severe irritation to nose. Less effec- 
but less so than , smell. Rapidly destroyed by water tive on skin than mustard gas vapor. 
mustard gas) or alkali. Great power of pene- Liquid 

tration. (a) In eyes: immediate and perma- 


nent injury. 
(b) On skin: blisters more rapidly 
than mustard gas vapor. 





PARALYZANT 
Hydrocyanic acid 
(non-persistent) 


Colorless volatile liquid with smell 
of bitter almonds 


Small amount causes giddiness and head- 
ache; larger doses unconsciousness and 
death 





Hydrogen sulphide 


Colorless gas with smell of bad 


Small doses cause irritation of eyes and 





(non-persistent) eggs nose; large doses unconsciousness and 
death 
OTHER GASES Giddiness, tiredness, unconsciousness, 


Carbon monoxide 
(non-persistent) 


Colorless odorless gas 


then death 





Nitrous fumes 
Pungent smell 


Reddish brown fumes 


Irritation of nose, throat and lungs 





Arseni uretted hydrogen 


Colorless, practically odorless gas 


Headache, nausea, vomiting, with pain in 
back and stomach. Severe symptoms do 
not usually develop until an hour or two 
after exposure. 





The standard respirator (gas mask) gives adequate 
protection against all lacrimatory, respiratory and para- 
lyzant gases, and protects the eyes and respiratory tract 
against vesicant and other gases except carbon monoxide 
against which it affords no protection. But due to its 


physical properties carbon monoxide can not be used as 
a war gas. 





*Modified from “First aid and nursing for gas casualties,” 
Minisiry of Home Security, London, June, 1941. 





Hospital Care for Gas Casualties 


Any hospital planning to give primary care 
to military or air raid casualties which may in- 
volve gas casualties must be prepared to handle 
the gas casualties separately both for the pa- 
tients’ sake and for the protection of other pa- 
tients and personnel. Also the degassing proced- 
ure must be expeditious as varying proportions 
of gas cases may have other wounds which require 
relatively prompt attention. 


A certain proportion of gas cases may be partly 
decontaminated before reaching the casualty sta- 
tion of the hospital but this cannot be depended 
upon in all cases and in some situations there 
may be no decontamination at all before the pa- 
tient reaches the hospital. 


For these reasons it is desirable to so arrange 
the entrance to the casualty station (emergency 
department) that non-gas cases can be admitted 
directly to the waiting room while gas cases can 
be routed through a degassing service and having 
passed through this service can be admitted to 
the waiting room of the emergency service to be 
treated there for non-gas wounds or be sent di- 
rectly to gas wards as the condition of the pa- 
tient indicates. 
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Routine 
The general routine of the degassing station is 
very similar for all gases irrespective of the type 
of gas and is aimed primarly at ridding the pa- 
tient of all persisting gas both to arrest its action 
on the individual patient and to protect other pa- 
tients and personnel from exposure. 


The station as developed in Great Britain con- 
sists of two units (male and female) of four sec- 
tions each: stripping shed; undressing room; 
shower room; and dressing room. 


Stripping Shed 


This section should be as wide open as the 
weather permits, a simple veranda with heavy 
curtains for use in inclement weather. This sta- 
tion is provided with a tray of bleach (hypochlor- 
ite) solution in which the patient stands while 
removing outer clothing. Attendant washes the 
footwear down with the bleach solution in which 
the patient stands, then cuts laces and removes 
shoes putting shoes and outer clothing into bag A. 
If no previous effort at decontamination has 
been made a spray of bleaching solution on the 
outer clothing will decrease the gas persisting on 
the clothing and thereby add to the protection of 
both the patient and the attendant. The patient 
is given an identification number, and the bag A 
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is numbered and sent to the decontamination sec- 
tion of the laundry. 


This procedure must be expedited as much as 
possible both to hasten the patients decontamina- 
tion and in inclement weather to protect him from 
exposure. 


Money, valuables, and valuable papers, etc., 
should be removed from the patient’s outer cloth- 
ing and placed in a small bag to remain in the pa- 
tient’s possession. Purses or similar articles may 
be sprayed with a bleach solution and remain in 
the patient’s possession. 


Undressing Room 


In this room the patient is completely un- 
dressed, the clothing being put in bag B, given the 
patient’s identification number and sent to the 
laundry. In the early days no treatment was 
given in this room but extensive British experi- 
ence has indicated the need for beginning treat- 
ment of the eyes at this point in such cases as 
betray eye symptoms. Provision must therefore 
be made for eye douches and the instillation of 
oxidizing solutions such as mild hypochlorite or 
0.5 per cent peroxide of hydrogen. Other equip- 
ment in this room consists of rubber gloves for 
attendants’ use and an ointment for use in case 
of vesicants. 


The space in this room is theoretically allotted 
to two types of cases, ambulatory and litter, and 
arrangement of entrances and exits so disposed as 
to permit a straight line movement of each type of 
case without interference of traffic routes, but 
partitions are not needed and in fact would de- 
crease the flexibility of use of the space to meet 
varying proportions of the two types of cases. 
A theoretical chalk line partition or at most a 
movable railing is all that is necessary. 


Both the entrance to this room from the strip- 
ping shed and the exit to the shower room should 
be fitted with “gas locks” which need be no more 
than two blankets, one on either side of the parti- 
tion but with space enough between to permit the 
blanket on the entrance side to be pulled aside 
for entrance into the gas lock and permitted to 
fall back into place before the second is pulled 
aside for exit into the next room. 


Shower Room 


Ambulant patients on entering this room are 
conducted directly to the showers and given a soap 
and water shower with particular attention to 
the hair, and additional eye treatments if indi- 
cated. Litter patients are douched on the litter 
by use of a spray nozzle with the same attention 
to the hair as noted above. Since open wounds 
are in most cases contaminated with the gas there 
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is little point in protecting them from the spray 
as the primary decontamination of the wound may 
be quite as important as of any part of the un- 
broken skin. In special cases the medical officer 
in charge may indicate if the wound is to be pro- 
tected from the spray or shower. 


Patients may be dried either in the shower 
room, if space is adequate, or be moved.to and 
dried in the dressing room if preferred. 


Dressing Room 


This room is supplied with clothing for dress- 
ing such patients as are to be discharged. 


If the gas was limited to lacrimatory and there 
was no actual injury to the eye structure it may 
in some cases be possible to discharge the patient 
directly from this room. If special arrangements 
are made to expedite the degassing of the cloth- 
ing removed at the stripping shed and the un- 
dressing room, it may be possible to return the 
patient’s own clothes to him without too much 
delay. Otherwise he may have to be furnished 
clothing left by former patients. 

In all cases other than the milder cases of 
lacrimatory gassing the patient should be ad- 
mitted usually to a special gas ward. It is nec- 
essary therefore to furnish him only with 
“johnny,” bath robe, blanket, and slippers. These 
cases will be transferred directly to the regular 
admitting division of the emergency department 
for the same routine of examination, treatment 
and admission as non-gas casualties. 


Special Precautions 


Certain precautions must be taken for the care 
of special types of cases. Eye injury patients, 
irrespective of the gas used, may be so blinded 
that they must be led during the entire procedure. 
The horrifying effect of being gassed is so great 
that a large number of patients may be difficult 
to reassure or to manage. These will require per- 
sonal handling by specially qualified personnel. 


Respiratory gas cases are often in immediate 
need of oxygen and it is therefore necessary to 
provide oxygen administration equipment for the 
degassing station. This is preferably of a port- 
able wheeled type, with a plentiful supply of 
masks to permit removal and decontamination of 
the mask after each use. 


Eye cases, whether from lacrimatory or other 
gases should be douched early and freely with 
saline, plain water or sodium bicarbonate solution, 
one teaspoonful to the pint. Following the douche 
the lids should have an application of an emollient, 
vaseline for instance, to prevent sticking together, 
and treatment with an oxidizing agent such as 0.5 
per cent peroxide of hydrogen may be required. 
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British practice has been to evacuate the con- 
tents of blisters from vesicant gases by use of a 
hypodermic needle, in the shower or dressing 
room. This is probably the best practice if the 
degassing station is operating independently and 
with the possibility of delay before further treat- 
ment can be given. But when operated in con- 
nection with a hospital which permits the patient 
to be moved directly from the dressing room to a 
treatment room it would be preferable to leave 
this procedure for the treatment team. 


Construction 


The degassing station operated in connection 
with a hospital would best be so located that it 
functions as an alternate entrance to the emer- 
gency department and so arranged as to permit 
direct removal of the patient from the dressing 
room to the treatment room of the emergency 
department. 


Permanence of construction is a matter of judg- 
ment as to how long the war will last. The best 
that can be said is that it should be “for the 
duration.” 


All floors should be of concrete graded to a 
drain. Walls should be of materials which per- 
mit frequent and thorough hosing down. 


Stripping shed is best of at least semi-open 
construction and undressing room should have 
ventilation adequate for not less than twenty air 
changes per hour, preferably more. Shower room 
must have adequate ventilation to effect rapid 
removal of steam. Dressing room need have no 
more than six to ten air changes per hour. 


Gas locks as noted between stripping shed 
and undressing room and between undressing and 
shower rooms need not be more than four feet in 
width or length except that for litter cases gas 
lock should be eight feet long. 


The size of the various rooms will depend upon 
the patient load expected and that in turn will 
depend upon the available beds in the hospital. 
The O.C.D. organization undertakes to limit the 
number of patients sent to any hospital to the 
number of available casualty beds. All but the 
milder uncomplicated lacrimatory cases must be 
admitted for at least twenty-four hours of ob- 
servation. 


Theoretically it should be possible to process 
patients through a degassing station at the rate 
of one every three minutes but in practice it is 
believed that five minutes would be a safer allow- 
ance to use in planning the facilities and even this 
would probably be adequate only if the personnel 
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is well selected, well trained and well supervised. 
In applying these estimates it should be recalled 
that there are two distinct units, one for men and 
one for women, each consisting of four sections 
as noted above. 


Special attention must be given to providing 
an adequate supply of hot water as shower heads 
will be in almost continuous operation during peak 
loads. 


Personnel 


The personnel can usually be drawn from the 
regular personnel of the hospital but should be 
carefully selected and thoroughly trained. They 
must be in teams, arranged to be available in- 
stantly throughout the twenty-four hours. A 
minimum team would consist of a medical officer 
in direct charge, one female and one male nurse, 
and four female and four male attendants. This 
provides but one attendant for each room with one 
nurse in charge of each section of four rooms. 
Personnel on duty at the stripping shed must be 
provided with gas masks, rubber gloves, and gas 
proof clothing top to toe, and even thus protected 
must not be expected to remain on duty more than 
two hours after which they should themselves 
pass through the degassing procedure and be per- 
mitted four to six hours rest before returning to 
duty. Personnel on duty in the undressing room 
must be provided with gas masks and rubber 
gloves as a minimum of protection and should 
have available complete gas proof clothing for 
use as occasion demands. Attendants in the 
shower room should have rubber gloves and water 
proof foot wear. 


The personnel described is an absolute min- 
imum and must be added to as loads increase, 
and in proportion as eye cases are blinded and 
need personal attendance or as mental disturb- 
ance of patients requires special attention. In gen- 
eral terms the degassing must be considered a 
preventive rather than a first aid measure, though 
immediate first aid treatments may be adminis- 
tered provided there is sufficient personnel to 
carry out these measures without impeding the 
rapid progress of patients through the station. 
But in no case should anything beyond first aid 
measures be attempted as there is neither time, 
equipment nor personnel available to attempt 
definitive treatment. The action of the gas is 
continuing from time of contamination to comple- 
tion of decontamination. Therefore speed of the 
decontamination procedures measures their ef- 
fectiveness. Any unnecessary detail which tends 
to delay completion. of the contamination is a 
definite detriment to the patient and tends to 
aggravate his condition. 
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Radiological Services During the War 


MAC F. CAHAL, J.D. 


ITH estimates of the prospective needs 
WY ier physicians in the military forces 

ranging as high as 50,000, it is obvious 
that the depletion of those engaged in civilian 
practice will be severe. All indications point to 
a particular shortage of radiologists. There are 
approximately 2800 radiologists of all degrees of 
competence in the United States, about 50 per 
cent of whom are under 45 years of age. Of the 
total classified as radiologists, approximately 
1500 have been certified by the American Board 
of Radiology. These figures give an approxi- 
mation of the supply of radiologists available for 
both the armed forces and the requirements of 
the civilian population. To meet the requirements 
of the Army and Navy, what will be the demand? 


Military Demands 
The Committee on Military Affairs of the Amer- 


ican College of Radiology, the members of which - 


also compose the Subcommittee on Radiology of 
the National Research Council, has for several 
months past been in frequent conference with 
representatives of the Surgeons General and the 
Procurement and Assignment Service. The most 
recent information obtained by the Committee 
indicates that there will be about 51,750 physi- 
cians under 45 available for the armed forces 
after deducting the physically unfit, those retired, 
females, Negroes, aliens, and unlicensed gradu- 
ates. For an army of 10 million men, 65,000 
physicians will be needed. An estimated 4200 
physicians will be required by the Navy. 


On February 13, 1942, the Committee was ad- 
vised that there were 163 radiologists in the Med- 
ical Corps as of that date. It was estimated that 
an additional 1000 would be needed by the end of 
1942 to fulfill the requirements of an army of 
3,600,000 men. The immediate demand for nearly 
600 trained radiologists in the Army Medical 
Corps on the above date has since been fulfilled 
and the Committee was recently advised that 
there is at present no unfilled demand. Two 
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sources have supplied radiologists to bring the 
personnel up to the desired number: Radiologists 
in the Organized Reserve, and regular officers of 
the Medical Corps who have completed short 
courses of basic roentgenological training in the 
Army Medical School. , 


The Committee on Military Affairs has recom- 
mended an expanded program to increase the 
number receiving basic training. The Army Med- 
ical School is presently turning out about twenty- 
five medical officers each month after completion 
of a four-weeks basic course which prepares them 
to act as assistants to specialists in roentgenology. 
Another source of additional personnel will be 
supplied from the more than 100 residents who 
will complete three-year residencies this year and, 
presumably, each year thereafter. The require- 
ments of the Navy are relatively small and are 
presently filled. 


With this brief picture of the probable demands 
and the available supply of radiologists for the 
armed forces, it is apparent that there will not be 
a sufficient number of radiologists left in civilian 
practice to fulfill the medical needs of the civilian 
population with the same adequacy as before. 
Although the health needs of the civilian popu- 
lation are likely to increase rather than decrease, 
it is obvious that the demands of the armed forces 
will be met first and civilian needs will be met 
as best they can with the physicians left in pri- 
vate practice. 


A Plan for Maintaining Radiological Service 
During the War 


The radiologist who leaves a lucrative private 
practice and enters the service of his country is 
making a very real sacrifice. In order that the 
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best service possible under the circumstances will 
be maintained for the civilian population, those 
carrying on at home must also make sacrifices. 
A mutual and patriotic spirit must prevail among 
patients, hospital staffs, referring physicians and 
radiologists remaining in private practice. 


By authority of the Board of Chancellors of 
the American College of Radiology, the Executive 
Committee of the Board has prepared a plan, con- 
sisting of general principles, that is recommended 
for the consideration of community hospitals and 
regional radiological societies in adopting a course 
of procedure to meet the situation created by the 
emergency. 

Objectives 


The plan has a three-fold objective: 


1 To encourage radiologists of military age to 
volunteer for commissions in the armed 
forces ; 


2 To maintain the highest quality of radio- 
logical service for the civilian population that 
is possible under the circumstances; 


3 To protect the interests of physicians in the 
armed forces during the period of their 
service. 


The problems and the recommended solution 
will vary according to different situations and in 
each community. The procedure to be followed 
will depend upon the nature of the practice in- 
volved, the size of the community, and the num- 
ber of qualified radiologists remaining in the com- 
munity. 


The Private Office 


If a radiologist entering military service has 
a private office, he may engage a locum tenens 
to care for his practice during his absence. If 
a physician can be obtained to carry on the prac- 
tice on a full or part time basis, a simple solution 
is provided. A private contract can be entered 
into according to the agreement of the parties. 
If the absentee has a hospital practice in addition 
to his office practice, the agreement will usually 
cover both. In the latter event, the approval of 
the hospital staff and its administrators should be 
obtained for the locum tenens to substitute on 
the staff for the absentee. Further details of the 
agreement with the hospital are discussed below. 


Where a locum tenens is engaged, his compen- 
sation is a matter for private negotiation. It is 
thought that in the usual instance, 75 per cent 
of the net income from the practice, both in the 
office and hospital, would be a fair compensation 
and would allow an adequate sum to the absentee. 
(A sample contract for a locum tenens can be ob- 
tained from the American College of Radiology.) 
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Manifestly, increasing depletion of the civilian 
ranks will make it difficult, if not impossible to 
obtain one individual to substitute for the ab- 
sentee. This will call for a mutual pledge of co- 
operation on the part of all radiologists in the 
community. Two or more local radiologists may 
agree to divide the work, in which case their 
share of the net income would be divided accord- 
ing to the amount of time each contributed. 


The Hospital 


It should be borne in mind that the interests 
of the hospital must be given full consideration 
in any plan adopted by a regional radiological 
society for maintaining the practice of their col- 
leagues serving with the armed forces. While 
it is under a moral obligation to cooperate in a 
plan of such altruism, the hospital is under no 
legal duty to accept a substitute of another’s 
choosing or to continue its contract with the ab- 
sentee radiologist. However, instances will un- 
doubtedly be rare in which the hospitals of a com- 
munity fail to cooperate in attaining the objec- 
tives sought in the proposed program. 


The problems involved in hospital practices will 
vary according to the nature and size of the in- 
stitution, as well as the size of the community. 
They may be classified as follows: 


Full-time teaching positions in large institu- 
tions: Usually the director of such departments 
will be classified as essential for teaching and will 
not be: called to military service. In the event 
he is called, he will probably have a teaching staff 
capable of carrying on in his absence. Otherwise, 
the situation may be met in the same manner as 
for other hospitals, as outlined below. 


Full-time positions in private hospitals: Three 
possible solutions are presented: 


1 A locum tenens may be obtained and, after 
obtaining the approval of the hospital staff and 
administrators, a private agreement executed 
between the parties. Since the volume of work 
in such a department is commonly due in consid- 
erable degree to the efforts of the director, it 
would seem that a reasonable compensation to 
the locum tenens would be somewhere around 75 
per cent of the net return, the balance going to 
the absentee. 


2 Radiologists remaining in the community 
may agree to look after the hospital practice of 
their absent colleague, and two or more may share 
in the conduct of the department. The approval 
of the institution would of course be necessary. 
The division of the income paid to the profes- 
sional staff, between those performing the work 
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and the absentee, should be agreed upon between 
the parties with the advice and recommendations 
of the hospital and the local radiological society. 


3 The hospital may obtain another radiologist 
to take over the department. As stated before, 
the hospital should, out of fairness, permit the 
physician entering service to select his own sub- 
stitute, subject to the approval of the hospital. 
The appointment of the substitute should be tem- 
porary and the absentee should be guaranteed his 
place on the staff when he returns. 


Part-time positions in private hospitals: The 
practical, and perhaps the ideal solution for this 
problem will be for one or more local radiologists 
to care for the work during the absence of the 
man in service. Provided the income of the de- 
partment is maintained at its previous level, there 
appears no reason why the hospital should not 
agree to continue its existing financial arrange- 
ment and pay the same percentage or salary to 
substitutes as was paid before. A portion of the 
net income of the practice would normally be sent 
to the absentee or his family. 


Small Cities 


In some communities there will be only one 
radiologist conducting both a private office and one 
or more hospital departments. Usually the hos- 
pital department will not be large enough to war- 
rant the engagement of another.radiologist (even 
if such were available), and in this case the staff 
should be encouraged to content themselves with 
such service as a technical staff may provide. 
While this is far from a desirable solution, it will 
be the only one possible in many instances. Wher- 
ever possible a qualified radiologist from a neigh- 
boring community should be obtained to act as a 
consultant and visit the department at regular 
intervals. 


Agreement Among Radiologists 


In setting out to draw up a plan for attaining 
the objectives outlined in the beginning of this 
discussion, the local radiological society or group 
of radiologists should first arrive at a common 
understanding and enter into a mutual agreement 
of cooperation. Though it may not be strictly 
necessary, it will usually be best to reduce the 
agreement to writing and ask each member to 
subscribe to it. A few basic principles to be in- 
corporated in the agreement may be suggested: 


1 Those radiologists remaining at home should 
agree to make a patriotic contribution in time and 
effort in the interests of any of their colleagues 
entering the service of their country. In doing 
So they will have made the first and most impor- 


June, 1942 





tant contribution toward accomplishing the three 
objectives of the program: They will have en- 
couraged their colleagues of military age to volun- 
teer for military duty; they will have assured the 
best radiological service to the community that is 
possible under the circumstances; and they will 
have protected the interests of their absent 
colleague. 


2 Any member entering service should be free 
to enter into a private contract with a locum 
tenens or an individual radiologist in the com- 
munity on any basis he desires. If, however, he 
needs the assistance of the local society or group, 
he should know that his practice will be looked 
after and the work will be shared by those stay- 
ing at home. 


3 A committee of three or more should be ap- 
pointed to serve for the duration as advisors and 
mediators under the plan. It may be wise to 
ask an officer of the local county medical society 
to serve on the committee. This committee would 
be charged with the responsibility of determining 
the amount of time each radiologist could devote 
as a substitute in another office or hospital. It 
would offer advice to members entering service 
and make suggestions to the local hospitals. It 
would notify the local profession of its work and 
endeavor to enroll the cooperation of referring 
physicians. 


The committee should confer with the state 
chairman on Procurement and Assignment with 
a view toward obtaining deferment of radiologists 
who are essential for industrial and civilian prac- 
tice. A sufficient number of individuals should be 
classified as essential to provide at least a min- 
imum of radiological service in the community. 
It may become the responsibility of the committee 
to designate the individuals to be classified as 
essential. 


4 A reasonable portion of the net income of 
the practice, over expenses, should be reserved for 
the absentee. In some communities the radiolo- 
gists have already agreed that they will look after 
the practice of any colleague in the service and 
send him the entire net income after actual ex- 
penses are deducted. Normally, a fair portion of 
the net income will be divided among those per- 
forming the work. 


5 In the case of a private office, the entire local 
profession should be advised that the practice 
will be continued by certain individuals and an ap- 
peal should be made for physicians who have re- 
ferred work to the absentee to continue to send 
it to his office. The technical and clerical staff 
should be kept intact and all bills should be ren- 
dered on the bill head of the absentee. Reports 
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should be signed by the substitute “for Doctor 
Blank,” the absentee. 


6 In the case of hospital practices the same 
general plan should be followed, but it would of 
course be necessary to reach an agreement with 
the hospital and obtain its approval for substi- 
tuted service by one or more local radiologists. 
A meeting between the appointed committee and 
hospital representatives should be arranged for 
the purpose of securing the approval and support 
of hospitals in the plan. 


Agreement Among Hospitals 


In connection with the maintenance of hospital 
service, a plan recently adopted by the Chicago 
Roentgen Society, is of interest. A committee 
of three was appointed which sent a question- 
naire to every member of the society to determine 
what hours each could devote in providing service 
in a hospital temporarily without a radiologist. 
The members were also asked to indicate the areas 
of the city they could most conveniently serve. 
Although any member was free to enter into a 
private contract with a locum tenens, the society 
officially stated its policy that after reasonable 
expenses and any losses from his own practice 
were deducted, a substitute should pay over the 
net income from the hospital practice to the ab- 
sentee. It is anticipated that in some instances 
several radiologists will be required to alternate 
in a department which has had a full-time direc- 
tor. The plan is presently functioning with ap- 
parent success. 


Cooperation of the local hospitals is essential 
if the problems created by the emergency are to 
be solved with success. A program of the nature 
- of the one described herein is manifestly com- 
pletely altruistic and patriotic in its motives and 
it seems unlikely that any hospital would offer 
objections. However, the hospitals must agree 
to accept substitutes and they must be content 
to get along with less complete service than to 
which they are accustomed. The hospital admin- 
istrators, medical staffs, and patients must real- 
ize that less than ideal conditions will prevail as 
a result of the emergency. They will be called 
on to share in the sacrifice made by the radiologist 
entering service and his colleagues who agree to 
render the service in his absence. 


It will be necessary for those hospitals fortu- 
nate enough to retain their radiologist to consent 
to his contributing a portion of his time in other 
hospitals when called upon to do so for the wel- 
fare of the community at large. All these prob- 
lems should be discussed in a conference with 
representatives of the hospitals in the early 
stages of the proposal. In all probability there 
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will be an acute shortage of radiologists in civilian 
practice and it should be clearly understood by 
hospitals that temporary adjustments must be 
made. They will find it increasingly difficult to 
obtain a new radiologist for full-time, or even 
part-time, service. The practical solution pro- 
vided in a proposal of this type should receive 
their complete cooperation. 


Different problems will be presented according 
to the type of financial arrangement existing be- 
tween a hospital and a radiologist whose work 
is to be carried on by substitutes during his period 
of service. They may be briefly discussed under 
the following classifications: 


Rental arrangements: Where the radiologist 
pays a fixed rental or a rental based upon a per- 
centage of the gross receipts of the department, 
his legal status is that of a tenant. He is not 
an employee or agent and normally will be free 
to sub-let to one or more radiologists, presuming 
they are acceptable to the staff and the admin- 
istrators. In such cases the rental would remain 
the same and the division of the net income of 
the department would be a matter for negotia- 
tion with the substitutes. 


Percentage arrangements: Some contracts are 
of such a nature as to make the radiologist an 
employee of the hospital on a commission basis. 
As stated before, the hospital is under no legal 
duty to accept a substitute or to continue the con- 
tract under existing terms. Usually, however, it 
seems certain that the hospital would recognize 
its moral duty to participate in a program ad- 
vanced for the welfare of the community, and 
would consent to a substitute acceptable to the 
staff. In most instances the same percentage 
would be paid to the substitute as was paid to the 
absentee and the division of this sum would be 
left to these parties. Where the volume of work 
or the receipts of the department materially de- 
creased by reason of less time from the temporary 
director, it might become necessary to reduce the 
percentage to the director to offset increased ex- 
penses incurred by the hospital. 


Salary arrangements: Where the director of 
department is employed on a salary, the compen- 
sation to the substitutes would depend upon the 
amount of time they were able to give to the de- 
partment in relation to that formerly given by 
the radiologist whose place they were filling. If 
the same amount of time were rendered the salary 
would usually remain the same and would be di- 
vided among the substitutes according to the 
period each devoted. They in turn would divide 
on an agreed basis with the absentee. The advice 
of the committee of the radiological society should 
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be helpful in reaching an agreement on these 
matters. 
Summary 


1 The demands of the armed forces will create 
an acute shortage of radiologists available for the 
health needs of the civilian population. 


2 The American College of Radiology, to solve 
the problems created by the emergency, proposes 
the adoption of a plan having a three-fold ob- 
jective. 


3 The plan calls for a spirit of cooperation 
among radiologists, hospitals, and referring physi- 
cians in the community. 


4 A special committee of radiologists, with 
perhaps a member representing the county med- 
ical society, should be appointed to work out the 
program best suited to the community. The mem- 
bers of the Committee would act as advisors and 
mediators under the plan. The committee should 
confer with the state chairman of Procurement 
and Assignment concerning the deferment of 
radiologists essential for civilian practice. 


5 A meeting should be held with hospital rep- 
resentatives to secure the approval and coopera- 
tion of the hospitals according to a specific plan 
of procedure. 





6 Where one or more radiologists substitute 
in the private office of a man entering military 
service, referring physicians should be publicly 
urged to continue to send their patients to the 
office. Bills should be sent and reports signed in 
the name of the absentee. An agreed portion of 
the net income should be reserved for the ab- 
sentee. 


7 The arrangement in hospitals will vary as to 
whether the position is full or part time, and ac- 
cording to the existing fiscal arrangement be- 
tween the radiologist and the hospital. Inasmuch 
as a new radiologist will not likely be available, 
local men remaining at home will usually be called 
upon to share in the work. 


8 Members of the local radiological society 
should be asked to pledge their cooperation and 
subscribe to a specific set of principles. 


9 Hospitals should grant leaves of absence to 
radiologists entering the service of their country 
and should agree to accept one or more substitutes 
to carry on the work, provided they are accept- 
able to the staff and the institution. Those hos- 
pitals retaining their radiologist should consent 
to his devoting a portion of his normal time to 
other departments, if called upon to do so. 
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How to Visit a Patient 


(As Rudyard Kipling might have said it) 


If you should want to go and pay a visit 
To someone in a hospital’s white bed, 
Here is a code to guide your steps (or is it?) 
At least there are some folks who follow it 
instead 
Of using common sense. They feel, in calling, 
That only their convenience should be met; 
And even though their manners are appalling, 
They blame all others for the scowls they get. 
First: Call outside the hours that rules will 
mention 
And, even if you live across the street, 
Say you’ve come from some town of your 
invention 
A hundred miles away; and have sore feet. 
They’ll let you in for just a while. Stay longer. 
You'll interfere with bedpans, rounds and meals. 
Be sure to talk in accents loud, and stronger. 
The patient? Well, who cares ’bout how he 
feels? 
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Sit down upon the mattress and start coughing; 
And throw your coat upon the counterpane; 
And if you see some nurses in the offing, 
Flirt with them if you can. And then, again, 
Be sure to light a cigarette. Keep smoking 
And pour out conversation—yes, in streams— 
And when you notice that the patient’s choking 
Make some remark about how ill he seems. 


His surgeon? Well, you never heard about him, 
So he really can’t amount to very much. 

Make sure the patient, too, begins to doubt him. 
This gives your stay a neat, uncommon touch. 

If you can get them all riled up and troubled 
And break the regulations one by one, 

Then you’re a pest to all, in spades and doubled. 
What’s more, you’re just a goldarned cad, my 


son. 
—J. H. 
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Safe Humidification for Nurseries 


E. H. BRECHTING 


EH SOLVED the problem of supplying 
WV inn air in one of our nurseries after 
the project was surveyed and rejected by 
one of our prominent local air conditioning organi- 
zations as being impractical and of too delicate 


and dangerous a nature for them to offer recom- 
mendations for maintaining the desired humidity. 


It would be interesting at this point to describe 
this nursery so you can have an idea what this 
problem entailed. It comprises two nursery rooms 
with equipment for twenty-five infants, with an 
adjoining service room. The two nursery rooms 
are divided by a glassed partition with a com- 
munication door. This door is closed only when 
it is found expedient to isolate one section from 
the other. The ceilings are 1214 feet high. There 
are two large windows 11’ by 6’ opening to the 
outside from the nursery rooms, with two smaller 
windows in the service room. There is a large 
double glass door opening onto the porch from the 
larger of the two rooms, besides three doors that 
communicate from the rooms with the main cor- 
ridor. It can readily be understood from this 
description that it would constitute quite a prob- 
lem to hold the humidity that would be introduced 
into these rooms from being dissipated by the 
constant opening of any one of these four doors. 


Our First Problem 


Our first thought was to try to provide suffi- 
cient moisture for the three rooms to offset this 
anticipated demand. Our first problem then was 
to obtain a source of heat for this purpose. In 
looking over the situation we decided to try out 
what results could be obtained by utilizing the ex- 
haust steam which supplied heat to the radiator 
in the larger of the two nursery rooms, which also 
had the largest area of glass surface that would 
be subjected to the outside weather conditions 
and temperatures. The pressure of the exhaust 
steam for our heating system varies from two to 
five pounds, with corresponding temperatures of 
from 219 degrees to 229 degrees Fahrenheit. We 
decided to run a test to find out what amount of 
water, if any, could be evaporated at these tem- 
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peratures during a twenty-four hour period. We 
decided to use for our experiment a copper pan 
mounted above the radiator from which we were 
to obtain our steam supply. We constructed a 
copper pan four inches deep, nine inches wide, and 
forty-two inches long, which was equipped with a 
one-half inch copper coil, seventeen feet long and 
immersed in hot water. In order to get all the 
necessary information we equipped this unit with 
a pressure gauge and thermometers. The hot 
water which was used for this purpose was care- 
fully weighed before and after each half hour test 
period. 
Result of Our Tests 


The result of our test showed that two to five 
pounds exhaust steam would evaporate from 25 
to 40 gallons of water in 24 hours. This we con- 
sidered was sufficient for our purpose but in order 
to regulate the amount of humidity it would be 
necessary to provide some sort of control. For 
this purpose we obtained an electrically operated 
one-half inch steam supply valve that would be 
opened and closed by the solenoid under control of 
a humidistadt which would regulate the steam 
supply to the copper coil if the humidity became 
excessive. 


The Humidifier 


The humidifier was mounted on top of the ra- 
diator. Our electrically controlled steam valve 
was installed in the steam supply line that sup- 
plied the radiator and the outlet of the heating 
coil was connected to the return line of this 
same radiator and protected by a steam trap. 
A hot water supply line was connected to a snap 
action float valve installed at the side of the hu- 
midifier, which would maintain the water level 
just sufficient to keep the heating coils constantly 
immersed in water. We also provided an over- 
flow outlet connected to a drain to the sewer to 
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prevent surplus water overflowing onto the floor 
if for any reason the float valve failed to function 
properly. The humidistadt, that was to control 
the electric steam valve, was mounted at a con- 
siderable distance from the humidifier in the 
smaller of the two rooms. As an extra precau- 
tion and to provide a double check on the humid- 
ity in the nursery, a humidiguide consisting 
of a wet and dry bulb thermometer was in- 
stalled, which was also to be used to check the 
efficiency of the electric humidistadt. Before this 
unit was put in operation in the nursery, the rela- 
tive humidity averaged about 28 per cent. After 
the humidifier was installed we were able to main- 
tain an average of 43 to 52 per cent with the tem- 
perature ranging from 77 to 80 degrees. 


Our Second Problem—Condensation 


We were now confronted with our next prob- 
lem which developed when the moisture that was 
being created by our humidifying unit came in 
contact with the large area of glass surface of 
the two large windows and the double door. It 
immediately condensed on the cold surfaces in 
such quantities that it would run down the glass 
onto the floor. To overcome this condition, which 
was creating havoc with the paint and woodwork 
of the window frames, we installed storm sash 
over the two windows and constructed an air-tight 
vestibule in front of the double door leading onto 
the porch. This helped to sustain the humidity in 
the atmosphere instead of permitting it to con- 
dense on the glass surface, thereby ruining the 
woodwork of the window frames. 


Our Third Problem—Selecting the Steam Trap 


The third problem was to decide the type of 
steam trap we would have to use to obtain the 
best results for handling the condensate from the 
copper steam coil. We maintain 10” vacuum in 
the return line of our heating system, but we 
found when we tried using a thermomstatic trap 
that, owing to the fact that the heating coil in the 
humidifier was immersed in 200 degree water, the 
condensate was too hot so that the trap failed to 
open, which in turn retarded the steam flow 
through the coil. The local representative of the 
manufacturers of the thermostatic trap was called 
in for any suggestions he might have to offer. He 
became quite interested in our problem and finally 
brought us one of the old style copper ball float 
type No. 20 traps, which we found was quite rea- 
sonable in price and handled the hot condensate 
in good shape. 


One remarkable result that deserves to be men- 
tioned here, was that we observed during our 
checking of the humidity and temperature in 
the nursery, that our small humidifying unit 
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was not only furnishing moisture in sufficient 
quantity but also maintained the temperature 
high enough so that the steam radiator in this 
room, which is automatically controlled by a 
thermostadt, was not called upon to function, 
so the radiator was not required to furnish any 
heat for this room. This amazing result should 
make one stop to wonder, whether the old cast 
iron steam radiators which have been universally 
accepted as the approved method of supplying 
steam heat, and which have not been improved on 
in years, should be replaced ky units that would 
supply moist heat by immersing the heating coils 
in an automatically maintained hot water bath 
along the same lines as our humidifier. This would 
solve two problems at one and the same time in- 
stead of only doing half of the work as they are 
doing at present, with the result that expensive 
humidifying equipment must be installed to off- 
set the extreme dry heat of the present type 
radiators. 


The new type of unit heaters that have re- 
cently become very much in demand could very 
easily be constructed along these same lines. We 
may be a few years ahead of our time in this idea 
but it certainly has some good points that should 
be given consideration. 


We have been operating our humidifying unit 
during two heating seasons and the reports we 
have received from the supervisors in our ma- 
ternity department have been very favorable and 
they are well pleased with the results. Each day 
when it was necessary to enter the nursery to 
check the temperature and relative humidity, one 
experienced such a pleasant sensation from the 
feel of the air that one was tempted to crawl into 
one of the cribs and stay there with the little 
“tikes.” 


We are planning to install two more units in 
our two other nurseries. The most difficult prob- 
lem we encounter for an installation of this kind 
is to provide the hot water supply and the drain 


_lines. We have found through our tests that it is 


not necessary to install an electric solenoid steam 
valve to control the steam supply to the humidi- 
fying unit as the humidity never exceeded 55 per 
cent. We, therefore, believe we can lay claim to 
the title of this article of “Safe Humidification for 
Nurseries,” as this kind of an installation is prac- 
tically foolproof. It has no intricate humidifying 
and ventilating equipment and no problems re- 
sulting from re-circulated air. 


It requires very little attention except for pe- 
riodic cleaning of the pan and heating coil, which 
is easily accomplished by draining off the water 
by removing the small overflow nipple screwed 
into the drain outlet for maintaining the neces- 
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sary water level above the coil. The automatic 
float valve might fail to function sometime but 
this would cause no disagreeable consequences ex- 
cept to cause the excess water to overflow into the 
drain outlet. Another point in its favor is the 
small amount of expense involved in installing a 
humidifying unit of this type which requires no 
special ventilating and humidifying equipment. 
Total outlay of expenses in connection with the 
installation of this unit is shown in next column. 


Over half of this expense can be charged to 
storm sash and the vestibule which would have 
had to be purchased regardless of what type of 
humidifying equipment would have been installed. 


The price of our humidifying unit would figure 
less than $100.00, a great deal cheaper than any 
other type as a ventilating fan alone would exceed 
that cost. 





Cost of Installation 


Cost of copper pan and heating coil.............. $ 8.00 
One %-inch Alco Direct Current Solenoid steam 

MLV GRU BLPRINON 5 65 525. vis bv ce is boas eee 19.64 
One No. 8 Friez 120-volt Humidistadt............ 10.00 
One McDonnell and Miller Humidifier snap action 

ORG UII oe Sac a hie oS ORNIEW OREO vielpuee we 4,86 
One Taylor Wumidiguide .. 65565 665 6 sen cweesees 6.00 


Cost of installing drain and hot water supply lines. 50.00 








Coat ef storm sash ‘mstaled |. oso. cbe ce cccce cee 45.00 
Cost of building vestibule—material and labor.... 75.00 
$218.50 

AERIAMADA DRS 05, soi cine Go eee RE Be ee AE ANCE os 10.50 
LAS EN (QU RES 9 et tar, SEA) SSI recto Marsh a ert $229.00 





Visiting Hospital Patients 


Instinctively everyone feels sorry for a person 
who is ill enough to be confined to a bed in a hos- 
pital. Sympathy and kindly thoughts underlie 
the actions of the patients’ friends. Then, if ever, 
the patient appreciates thoughtful attention and 
thanks God for his friends. Few persons outside 
the medical and nursing professions ever realize 
that there can be such a thing as a hazard in 
visiting or that too many visitors may actually 
impede the recovery of the patient. The majority 
of people have come to realize that maternity pa- 
tients should not have many visitors, and that 
children should not be allowed to visit them, but 
it never occurs to many that those same reasons— 
together with many more—apply also to other 
types of hospital patients. 


Inasmuch as the whole hospital structure re- 
volves about the welfare of the patients let us 
consider some facts about visiting from the stand- 
point of the patient. Three points occur to us at 
once: Too many visitors actually wear the pa- 
tient out, if he is very sick, and thus hinder his 
recovery; visitors may expose the patient unnec- 
essarily to infections which may add to the trou- 
ble which brought him to the hospital originally ; 
_and finally, visitors actually interfere with the 
care of the patient since their presence makes it 
much more difficult for the nurses and other at- 
tendants to carry on their work. 


In June 1940 the Volunteer Aide Service made 
a survey of our hospital visitors. This was done 
by making spot studies on three days: a Sunday, 
a light day, and a heavy day. This study showed 
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that at that time the daily average number of 
visitors was 500. This means about 15,000 vis- 
itors per month. A similar study was made a 
few weeks ago and this showed that the average 
daily number of visitors had doubled. At present 
about 1000 visitors enter our hospital daily and 
the annual total is considerably greater than the 
population of the city of Rochester. 
News Letter, Rochester General Hospital 
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Cornell University Institute for Hospital 
Administrators 


Dr. Donald C. Smelzer, managing director of 
the Germantown Dispensary and Hospital, Phila- 
delphia, in association with Dr. Joseph C. Doane, 
medical director of Jewish Hospital, Philadelphia, 
will have charge of Cornell University’s annual 
summer refresher course in hospital operation to 
be held the two weeks beginning June 29. 


The course is designed to supplement the train- 
ing and experience of young hospital executives to 
refresh, by exchanging of points of view, the 
knowledge of those who are more mature. The 
lectures and round table discussions are based on 
actual problems. Among the topics treated are: 
hospital organization, the organization of the 
medical staff, hospital inventories, the dietary de- 
partment, the housekeeping department, the main- 
tenance of property, the hospital laundry, hos- 
pital accounting and collections, the nursing de- 
partment, the technique of making rounds, the 
boards of trustees, hospital ethics, and hospital 
intangibles. 
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Hospitals in a Changing World 


RAY F. McCARTHY 


healing arts; it cherishes within its breast 
the happiness and sorrows of the com- 
munity it serves. 


A MODERN hospital is the citadel of the 


“In nothing do men more nearly approach the 
gods than in giving help to men.” so said Cicero. 


The position of esteem in which the modern 
hospital is held must be attributed to three groups 
in a community, in a nation: First, the hospitals, 
their trustees and trained staffs; second, the med- 
ical profession; third, the public. It seems to me 
that it is the last group—the public—which, while 
it has always been the concern of the allied pro- 
fessions, has not been overly insistent in its de- 
mands for hospital care, at least not until 1937. 


Hospitals and Allied Groups Provide Leadership in 
Health Needs and Treatment of Disease 


The people of your community and mine have 
been undergoing more than a mere absorption of 
health information, in reality they have been re- 
ceiving an education in the social sciences. Up to 
the last few years it has been the privilege of the 
hospitals and the allied health professions to pro- 
vide the leadership and education of whole com- 
munities as to the health needs and scientific ad- 
vancement in the treatment of disease. 


It is no longer a “privilege.” It is an obli- 
gation. It is a duty. It is a heritage. Modern 
medicine and modern hospitals advanced in serv- 
ice to a people and a community more in the past 
twenty-five years than in the century before. 
But can we take full credit for the evolution of 
the hospital as we know it today? Wasn’t there 
someone with foresight and plans and ideals, long 
before we chose our vocation to serve? The re- 
sponsibility of meeting the needs of our respective 
communities in relation to their health and hospi- 
tals is squarely upon us. We must now plan for 
the future and do so in a manner consistent with 
the ideals and ethics of a great medical profession. 
If one could establish a premise upon which might 
be built the blue print of future planning, without 
danger to the precepts which we hold dear, it 
would be this: “The patient is an individual.” 
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Hospital Trustees Must Plan Ahead 


Non-recognizability of probable events with an 
underestimation of needs is a heavy responsibil- 
ity upon hospital trustees, administrators and 
leaders in the allied health professions. Failure to 
plan for possible emergencies of a local as well as 
a national scope presupposes haste and inadequate 
preparation of competently trained personnel. 
With the majority of hospitals filled nearly to 
capacity and with an actual shortage of trained 
personnel, it is not sufficient excuse to underesti- 
mate probable events which will lead to a serious 
curtailment in the care of a patient. Heavy re- 
sponsibility rests on trustees particularly. 


Hospital trustees as righteous community lead- 
ers are correct in posing many questions to 
their administrators and experts in the field of 
medical economics. What kind of medicine will be 
practiced after the war? If we expand our present 
physical plant, where may we obtain trained per- 
sonnel? How can we attract employees with the 
kind of wages we are able to pay? What financial 
assistance may we expect from local charities, 
from adequate payments by state and municipal 
governments for the care of indigents? Who will 
rehabilitate civilians as well as soldiers after the 
war? What will the Federal Government do with 
all of its military hospitals? Who will replenish 
or establish endowment funds? 


It is doubtful if anyone is capable of rendering 
a complete and sufficient answer to these sensible 
questions. On the other hand, a cautious approach 
to all of them can be made immediately. We can 
also recognize the probable effect of several of 
them if put into motion. 


May we not begin consideration with the 
“probable need”? It seems imperative that we 
make this approach without overemphasis on the 
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economics of the problem at the very outset. I am 
sure we can accept the fact that all hospitals must 
have as their aim the advancement of human 
welfare in their communities and the preserva- 
tion of human life and cannot look to the economic 
world for complete remuneration. If this is so, 
care of the indigent can never be the sole respon- 
sibility of Government; our voluntary and Gov- 
ernmental institutions must be placed on a com- 
plete equality of service to the people. It is a dual 
responsibility. In preparing to assume our share 
of this dual responsibility, we can ask ourselves, 
“What will the American people demand and ez- 
pect in the way of health after the war?” It is 
only sensible to accept the fact that millions more 
of our people will have been educated to the im- 
portance of having healthy bodies. These days of 
national emergency will see tremendous emphasis 
placed upon a “healthy people—people who must 
be healthy to produce the instruments of war and 
to provide fighting men who will have an equal 
chance with the enemy. In the meantime civilians 
at home will not be overlooked and the process of 
infiltered education will increase at an amazing 
speed. 


Rural Education 


We are a great agricultural nation. While the 
American farmer is constantly acquiring addi- 
tional knowledge which will enable him to increase 
production and earning power on the farm, he will 
be made aware of the standards of living enjoyed 
by the urbanite. New roads, radio, motion pic- 
tures and efforts of national farm groups will un- 
questionably increase demands from this quarter 
for far better facilities than are now to be ob- 
tained. Will our citizen in the rural area be led 
to believe that assistance can come only from a 
benevolent Federal Government? We have to an- 
swer that ourselves. 


To date the greatest restriction in bringing 
good health facilities to farmers and those living 
in very small towns has been their failure to ex- 
pect the minimum that has been offered, to seek 
and receive the present facilities that are avail- 
able, and to follow through and complete rehabili- 
tation after the first contact. There is little solace 
in that thought. We know that it is lack of edu- 
cation. It is conceivable that the visualization of 
great and splendidly equipped institutions in the 
city has actually been a detriment in the educa- 
tion of the farmers to the use of scientific hospi- 
tals. This is not to say that they would not be 
acceptable and desirable in farming communities 
but rather that the farmers would like to think of 
the hospitals in terms of something attainable in 
the time of need and situated in a place of reason- 
able access. The farmer is a taxpayer and real- 
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izes quite well that there would be an economic 
waste of material and trained personnel in estab- 
lishing hospitals in many of the places suggested 
by vote getters and pseudo-sociologists. It is pos- 
sible that some national organization of a volun- 
tary nature will approach the problem of assimila- 
tion of medical practitioners and bring to the 
rural areas enough trained doctors to meet the 
needs of an awakened agrarian group. 


Economics Is Involved 


What the patient.pays directly or indirectly is 
worth considering but the supremely vital factor 
in hospital administration is what the patient re- 
ceives. Certainly no hospital can rise above its 
medical staff. But even here an overemphasis of 
the scientific side of patient care to the exclusion 
of sympathy and consideration of the human ele- 
ment can cause acceptance of a substitute for vol- 
untary service. I say this now because the in- 
dividualism of patients is strongest in small towns 
and farm areas. 


Future Occupancy 


At no time in the future will our hospitals be 
faced with low occupancy when we evaluate pres- 
ent facilities with the number of beds per capita 
that exist today. It seems unnecessary to give 
added emphasis to the broadening of the Social 
Security program in the years to come, whether 
it be by voluntary or involuntary taxation or the 
intelligent, increased use of existing health facili- 
tise. Shortage of time makes it necessary to pass 
over the important contributory phases of future 
planning. The citizens of tomorrow are being born 
in modern hospitals today—not at home! Nearly 
all of ‘them will attend schools with prescribed 
health education classes. Their parents will work 
in modern factories having supervised health and 
safety programs. Industrial medicine is still in 
its infancy. The need for medical facilities will 
be tremendous and it is far better that leadership 
comes first, as it has in the past, from private 
and voluntary action. If we be unable to make 
governmental intervention unnecessary, we shall 
have been derelict in our duty to the great Chris- 
tian ideal—charity ! 


We have touched briefly upon future needs and 
upon some fundamentals in planning for them. 
One need not be a prophet in order to analyze 
and set forth the order of precedent of some of 
the questions that need to be raised in finding a 
satisfactory solution: 


1 Where is the center of the hospital service 
area 


2 How many beds per thousand population will 
be required? 
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a—Acute beds 

b—Convalescent beds 
c—Quarantinable and special needs 
d—Chronic ailments 

e—Mental and nervous disorders 


3 What indigency or part-charity load is to be 
carried? 


a—By contributions of the state and Federal 
Government 


b—By contribution of local government and 
contributed funds for charity 


4 What is meant by adequacy of medical staff? 


5 What is meant by adequacy of trained per- 
sonnel? 


6 What type of physical plant is consonant with 
local medical practice? 


7 What type of accommodations will care for 
low-income groups enrolled by Blue Cross 
Plans? 


8 How can the needs be met of medical service 
plans that may be inaugurated by the local 
medical societies? 


9 Shall we do charity or be taxed? 


Provision for Convalescent Patient 


Some authorities have in the past given the 
impression that 714 or 10 beds per 1000 popula- 
tion is adequate. I believe that it is archaic think- 
ing to presume that the same figures used twenty 
years ago are sufficient for today’s requirement. 
Seven and one-half beds per 1000 do seem to be 
enough for acute illness but when we consider the 
ridiculously low number of convalescent beds 
available, as well as accommodations for chronic 
ailments, the inadequacy of general needs is stu- 
pendous. With the exception of the state of New 
York, every state in the Union has made pitiful 
provisions for convalescent care. Lay aside thera- 
peutic reasons for this type of care and consider 
the economics of it. Two years ago a general hos- 
pital might have been constructed upon the basis 
of about $4000 per bed; today the figure is close 
to $6000 per bed in metropolitan centers. Since 
this is so, can we truthfully say that we need to 
spend $6000 a day for convalescent and chronic 
sufferers? Social planners, hospital architects, 
and administrators in the hospital field have re- 
peatedly pointed out that there are more econom- 
ical and much more satisfactory ways of caring 
for the patient with less acute ills. 


At the American Hospital Association conven- 
tion in Atlantic City four years ago, Dr. Carl F. 
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Vohs of Saint Louis presented a paper in which 
he urged the construction of a new type of build- 
ing adjacent to the general hospital, not on the 
outskirts or periphery of the metropolitan center. 
Briefly, he made the point that it would mean 
lower cost per bed for construction and equipping, 
that the moving of less acutely ill patients into 
more pleasant surroundings would be advan- 
tageous and the patients would require consider- 
ably less supervised care. Thus hospitals would 
avoid the expense of constructing separate heat- 
ing plants and service facilities. 


With the immediate need in many places for 
additional hospital facilities of a general type, this 
suggestion of Doctor Vohs seems to meet all of 
the requirements which we have set forth before: 
economy of construction, the needs of the patient 
and good medical service by a limited staff. One 
might extend this plan to provide several one- 
story pavilions reaching out from the main build- 
ing, designed particularly for the care of (1) or- 
thopedic cases and related care, 2) internal medi- 
cine, 3) post-operative cases. 


Provision for Ambulatory Patient 


Few will dispute the fact that economy of op- 
eration can be obtained if satisfactory provision 
is made to enable ambulatory patients to assist 
themselves. Convenient dining rooms and lava- 
tory facilities would, of course, eliminate some 
personnel. It is believed that attending physi- 
cians would cooperate in transferring postopera- 
tive cases to the more cheerful surroundings of 
the suggested pavilions. It is hardly conceivable 
that the same objections which are raised in re- 
gard to complete utilization of convalescent homes 
would be made by the physicians when these quar- 
ters are adjacent to the general hospital. It just 
is not practical to expect a doctor to release his 
patient five or six days after surgery or to trans- 
fer him to another doctor in a convalescent home 
on the outskirts of the city. 


The needs of the future may cause a cataclys- 
mic change in the thinking of many people, as 
they meet to solve the needs of tomorrow with 
the facilities of today. We can salute our hos- 
pitals of today and know in confidence that they 
will forge a program of increased service, one 
that will guard our inherent privilege to do char- 
ity, one that will make possible complete coopera- 
tion with Federal and state govements in bringing 
care to the greatest number of people without in- 
fringement upon the rights of the patient, who 
must always remain an individual. James M. 


Barrie once said, “The secret of happiness is not 
in doing what one likes; but, in liking what one 
has to do.” And we do, don’t we? 














_ The Hospital Consultant 





CHARLES EDWARD REMY, M.D., F.A.C.H.A. 


ous channels as to what constitutes the func- 

tions of a hospital consultant. The hospital 
administrator as a rule has a pretty fair idea that 
the employment of a specialist in hospital consul- 
tation in connection with contemplated hospital 
expansion or new hospital construction will as- 
sure the inculcation into the finished plans of 
those desirable essentials to correct hospital func- 
tion which they themselves, if they but had the 
time, would like to urge the architect to be sure 
and provide. The average layman has no compre- 
hension of the meaning of the term “hospital con- 
sultant.” A few, but not many, hospital trustees 
think of the hospital consultant as essential to a 
hospital building program, but for the most part, 
even these few think of the hospital consultant 
solely as of an architect who has specialized in the 
building of hospitals and who, therefore, is con- 
sidered qualified to advise other architects in 
regard to the planning of such construction. 
Architects themselves all too often have no real 
understanding of the true purpose of bringing a 
professional hospital consultant into the planning 
program of a hospital building project. Some feel 


Foss channe inquiry is received through vari- 


a real resentment for this reason and are inclined — 


to look upon the professional hospital consultant 
as an impertinent individual who thinks he knows 
more about construction principles than they do 
and who is going to try to tell them, the archi- 
tects, how to run their own business. Nothing 
could be farther from the truth. Actually the re- 


lation of the hospital consultant to hospitals is | 
very comparable to that of physicians to their 


patients. They supervise their birth, diagnose and 
treat their ills, give advice in relation to maintain- 
ing and guarding their general health, and on oc- 
casion, recommend and assist in requisite surgical 
operations. 


Hospital Consultant’s Three Major Roles 


The hospital consultant has three major roles 
in his relationship toward hospitals. These are: 


1 Making administrative surveys of existing . 
hospitals for the purpose of analyzing, diagnos- 
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ing, and prescribing for the remedy of functional 
defects. 


2 Making community surveys to ascertain 
the hospital bed or clinic facility needs of the 
community in relation to such quantity of such 
facilities as are already available, and recom- 
mendtions for existing hospital expansion or new 
hospital construction. 


3 Acting as consultant to the architect and 
official representative of the owners in relation to 
contemplated hospital expansion or new hospital 
construction programs, the purpose of this third 
service being to assure the owners and the pro- 
fessional staff of the hospital and the community 
that the new hospital, or any and all expansion of 
existing hospital facilities, will harmonize with 
and conform to the professional and functional 
needs involved. In other words, the hospital con- 
sultant represents to both the owners and the 
architects of a hospital project, that knowledge 
and familiarity with hospital and professional 
customs and techniques possible only to one who 
has had years of experience in the field of hospital 
administration and who possesses a background of 
medical or nursing education or years of intimate 
association in hospital work with members of the 
medical and nursing professions. 


For the benefit and convenience of hospital 
boards and architects engaged upon hospital con- 
struction projects, who are entirely unfamiliar 
with the service proposed and rendered by the 
hospital consultant, the following analysis and 
exposition of the breadth of hospital consultation 
service is presented. 


Phases of Construction Which Concern the 
Consultant 


It is not only desirable but essential that a 
hospital should be planned from within, that it 
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should be built around and conform to those mul- 
tiple functional activities, professional and other, 
that constitute these modern institutions of heal- 
ing. This is as opposed to the construction of a 
building, regardless of how beautiful or artistic 
such building may be, and attempting to forcibly 
thrust the various hospital activities into this 
building without rhyme or reason as to the shell’s 
appropriateness or adaptability to the functional 
activities to be housed. In other words the archi- 
tect is definitely handicapped in- attempting to 
determine either plot plan or structural details 
until the scheme of operation has been worked out 
by the consultant. 


The consultant is chiefly concerned with those 
phases of interior planning and mechanical equip- 
ment which affect the efficient and economical 
functioning of the highly complicated modern hos- 
pital. The satisfactory solution of the architec- 
tural and engineering problems should proceed 
from this premise. 


Architect-Consultant Relations 


One of the most important functions of the con- 
sultant in a hospital building program is that of 
sitting in with the architect and owners on the 
preliminary planning, the decisions as to the na- 
ture and cost of materials to be used, the method 
of administering the hospital, and many other 
details which should be definitely determined be- 
fore final plans are drawn. 


After the consultant has made a study of these 
and other problems he will furnish the architect, 
prior to the drawing of any sketches, a memoran- 
dum indicating in a general way the layout of the 
interior by floors, explaining the reasons for his 
recommendations, so the architects will have a 
more comprehensive grasp of the needs. 


Ordinarily upon the receipt of the preliminary 
planning memorandum from the consultant, the 
architect will proceed to draw small scale sketches 
from the information thus furnished. When com- 
pleted, copies of these sketches are sent in dupli- 
cate to the consultant for study. This is the pro- 
cedure of choice but occasionally the consultant is 
not called into the picture until after the first pre- 
liminary sketches have been drawn by the archi- 
tect. Beyond this point, however, the procedure 
would be as hereinafter indicated. 


Upon receipt of the preliminary sketches, the 
consultant will prepare another memorandum 
commenting on the sketches and indicating de- 
sirable changes, from this revisions will then be 
made in the sketches, and when these have been 
completed new sets will again be sent to the con- 
sultant. This procedure continues until the draw- 
ings seem to be taking shape. During this time, 
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the services of the consultant are rendered from 
his office, and all of the facilities and files thereof 
are available to the architect in case of need. The 
consultant endeavors to cooperate fully and freely 
with the architects, maintaining the most friendly 
relations, and at no time presuming to trespass 
into the province of architectural design. His 
interest lies solely in assuring a certainty of 
proper functioning of the administrative nursing 
and professional services when the new construc- 
tion is placed in operation. 


After the architect and consultant are satisfied 
with the preliminary sketches, a visit is usually 
arranged to the city where the hospital is located, 
for the purpose of explaining the plans to the 
owners and discussing them with the medical 
staff. It is always understood that all contact by 
the architect with the medical staff shall be 
through the consultant, and that any suggestions 
offered by the medical profession shall be sub- 
mitted to the consultant’s office. 


When the general plans are agreed upon by all 
concerned, the consultant will then furnish spe- 
cial, more detailed memoranda to the architect 
upon such of the following subjects as may apply 
to the project: 


Stores and Receiving 
Refrigerators and Refrig- 


Administrative Areas 
Laboratories 


Morgue and Autopsy Room eration 
Radiological Layout Plumbing Fixtures and 
Physical Therapy Layout Piping 


Elevators Windows and Doors 
Emergency and Casualty Floors and Walls 
Suite Acoustical Treatment and 


Noise Control 
Emergency Lighting 
Lighting Fixtures 
Hardware Requirements 
Cabinets and Cases 
Air Conditioning 
Heating and Ventilating 
Decorative Scheme 
Directional Signs and Door 

Numbering 
Nurses’ Home and School 
Laundry Planning 
Bathroom Accessories 
Incinerator 


Out-Patient Services 

Sterilizing Equipment and 
Layout 

Central Supply Room 


Pharmacy and Drug Room 

Signal System 

Fire Alarm, Clocks and 
Telephones 

Surgical Suite 

Obstetrical Suite 


Nurseries 

Pediatric Department 

Main Kitchen and Serving 
Kitchens 


Master Schedules and Specifications for 
Equipment 


During the time that final plans are being 
drawn, the consultant will be preparing master 
schedules and specifications for the equipment of 
the hospital, these to be so prepared that purchas- 
ing may be done locally by the hospital. It is not 
desirable that the consultant should participate in 
the actual purchasing. In the matter of furnish- 
ings and equipment of a modern hospital, the 
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services of someone who is familiar with the 
quality and prices of the innumerable items that 
must be secured are essential if the hospital hopes 
to secure at reasonable prices those items which 
have proven to be the best. As in the planning of 
the hospital, so in the equipping, the competent 
consultant saves the owners many times the fee 
charged, besides giving assurance that they are 
getting the best obtainable and nothing more than 
is actually needed. A partial list follows of the 
furnishings and equipment to be scheduled, speci- 
fied and recommended for purchase, many items 
of which must be determined while the actual 
planning is proceeding: 

Mattresses and Pillows 
Kitchen and Commissary 


X-Ray Equipment 
Physical Therapy Equip- 


ment Equipment 
Sterilizing Apparatus China, Glassware, Silver- 
Furniture— ware 

Patient Rooms Textiles 

Offices Window Hangings 


Special Areas 
General Areas Rubber Goods, Nursing 
Trucks and Wheeled Equip- Supplies, Sundries 
ment Special Surgical Lighting 
Laboratory Furnishings and Anaesthetizing Apparatus 
Equipment Surgical Instruments 


Rugs, Lamps 


The advice and counsel of the consultant are 
available throughout the entire planning and con- 
struction period and whenever the architect is in 
doubt concerning any technical detail he is invited 
to confer with the consultant. 


The architect is expected to furnish to the con- 
sultant two sets of all plans and specifications 
drawn, and the same number of any changes made 
necessary during the progress of the work. 


The consultant will make such trips to the city 
where the work is being carried on as may be 
necessary for the proper conduct of the work, or 
which may be desired by the owners, the con- 
sultant to be reimbursed for actual traveling ex- 
penses. Ordinarily a specified and reasonable 
maximum number of trips is established in the 
agreement. 


When requested by the architect, sketches of 
special departments or layouts will be furnished 
by the consultant with the understanding that 
upon such special requests the architect will meet 
the expense of drafting. 


Owner-Consultant Relations 


During the entire period of planning and con- 
struction, close contact is maintained with the 
owners, to whom copies of all letters or memo- 
randa to the architect are sent. When a hospital 
is already in existence, the consultant confers 
with the superintendent upon every phase of the 
planning and equipment. Copies of all communi- 
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cations sent to the architect by the owners or 
their representatives should be sent to the con- 
sultant and vice versa, so that all may be kepi 
informed. 


An experienced consultant whose professional 
career has been spent in both administering and 
planning hospitals is able to advise the architects 
upon many technical matters about which they 
cannot possibly be familiar and therefore an ap- 
preciable amount is saved in the cost of construc- 
tion, and later in the operation and maintenance 
expenses. 


As has been previously mentioned, in the in- 
stance of new projects where a corporation is to - 
be formed, a site selected, money raised, and/or 
an analysis made of the community needs, or in 
the instance of an established hospital where ex- 
pansion is contemplated or when administrative 
problems have developed, a survey is conducted 
and a report submitted in which advice is offered 
that is based upon many years of experience in 
the hospital field. Such surveys, however, con- 
stitute a separate and distinct service from the 
construction consultation service, often being pre- 
liminary to the latter and constituting the deter- 
mining factor as to the necessity for, or extent 
of, the expansion or construction to be under- 
taken. 


When desired, the consultant will assist in 
drawing up a Constitution and By-Laws for the 
Corporation, and Rules and Regulations govern- 
ing the conduct of the hospital and the entire per- 
sonnel. It is usually agreed and understood in 
all projects for which his services are engaged 
that the rules and regulations shall be such as to 
warrant the approval of the American College of 
Surgeons, the American Hospital Association, and 
the American Medical Association. 


If needed, assistance is rendered in the selection 
of personnel for the hospital, and also in the or- 
ganization of the professional staff. 


If a school of nursing is contemplated, the de- 
tails will, if requested, be worked out in accord- 
ance with the State Laws on that subject. 


In addition to the actual performance of the 
services mentioned, there is the intangible assur- 
ance to the owners that they have some one on 
the job acting as their executive representative, 
who actually knows hospital planning, construc- 
tion, and administration in all of its phases and 
who at all times bears the interest of the hospital 
in mind; added to this they have the further as- 
surance that when the structure is completed it 
will be modern in every way and so equipped and 
manned as to assure the highest degree of scien- 
tific care and treatment of the patients at a mini- 
mum cost. 
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Obtaining Adequate Furnishings, Equipment 
and Supplies Under Priorities 





JAMES A. CRABTREE, M.D. 


ings, equipment, and supplies under prior- 

ities could be developed through several 
methods of approach, because it is susceptible of 
varied interpretations. 


D lies aut of obtaining adequate furnish- 


The term adequate as applied to hospital fur- 
nishings, equipment, and supplies may mean one 
thing to the hospital patient, but quite another 
to the hospital administrator; it may connote 
something else to the professional staff, and yet 
convey still another meaning to the public offi- 
cial. Even though the thinking of all these 
groups proceeds from the same fundamental 
premise, the concept of adequacy or inadequacy 
is conditioned very largely by one’s general point 
of view. 


The so-called “Priorities Plan,’ while based 
upon a rather elemental principle, is sufficiently 
complex in its implications to make it also sus- 
ceptible of various interpretations in relation to 
both its purposes and utility. 


There is nothing new or strange about the term 
“priority” or about the principle which it con- 
notes. Wherever a shortage of a commodity 
exists, that is where the total supply cannot sat- 
isfy the total demand—whether the commodity 
be aluminum, brass, steel, copper, rubber, alcohol, 
automobiles or refrigerators—some principle of 
priority must enter into the mechanism of dis- 
tribution and remain therein as long as the short- 
age lasts. 


The ways in which the priorities principles may 
be applied to distribution will vary according to 
general circumstances and conditions. The “first 
come first served” procedure with which all of us 
are familiar, obviously cannot be relied upon 
wherever the commodity in question is involved 
in enterprises that are essential to the public in- 
terest. 





Presented at the Tri-State Hospital Assembly, Chicago, 1942. 
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The method which your Government has at- 
tempted to develop, though administratively 
much more difficult, does have merit over the 
“first come first served” procedure allocating ma- 
terials and commodities, to those uses which con- 
tribute to the strengthening of our war program, 
and second, to those enterprises which are re- 
garded as essential to our civilian though war- 
time, economy. . 


If I interpret correctly, the whole purpose of 
the War Production Board is to see to it that 
American industry first supplies the munitions of 
war in quantities sufficient to ensure victory for 
the allied Nations, and second, maintains produc- 
tion and distribution of commodities of civilian 
supply necessary for aiding not only the winning 
of the war but also the winning of the peace. 


I hardly need tell you that because of the war 
demands upon the productive capacity of the 
United States, shortages in the civilian supply of 
many of our commodities are altogether inevita- 
ble. It is to meet these shortages or to lessen 
their effects upon the essential segments of our 
economy that priorities plans have been effected. 


Wherever a shortage is a function of limited 
production facilities, and these facilities can be 
readily expanded, the priorities problem is only 
temporary and can be solved quite satisfactorily 
and completely by bringing new and expanded 
plant facilities to the rescue of the over-taxed in- 
dustry. 


Where the limited production facilities cannot 
be so readily expanded because of shortages of 
materials going into plant or equipment, or of 
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manpower to operate. such plant or equipment, 
or of substances entering into the manufacturing 
process itself, the fundamental priorities problem 
is somewhat more complex, and requires for solu- 
tion a rather exhaustive study carried out by ex- 
perts schooled in a wide variety of industrial and 
economic fields. 


Where shortages are brought about through 
the decline or cutting off of import trade, or 
where the disparity between supply and demand 
is heightened by the necessity for increased ex- 
ports as well as increased domestic consumption, 
the priorities problem becomes a general prob- 
lem, not only containing the usual elements of 
economics and industrial production, but further 
complicated by consideration of military strategy, 
hemispheric defense, national domestic policy, 
and international relations, including economic 
warfare. 


In administering the priorities program nation- 


ally, the War Production Board encounters daily 
every shade and degress of the problems to which 
I have just referred: and these are encountered 
in connection with that relatively small segment 
of commodities known as health and medical sup- 
plies. Small segment, yes, in terms of dollar 
value, tonnage or volume, but extraordinarily 
large in terms of numbers of products and di- 
versity of sources of supply of raw materials. 


I would like to be able to say to you that I have 
every reason to believe that adequate furnish- 
ings, equipment,-and supplies will be available to 
the hospitals of the Nation through the duration 
of the war. Unfortunately, I am not prepared to 
make that statement. In the first place, I have 
indicated before, adequate is a relative term. It 
connotes a different meaning today than it did 
even a year ago; in the second place, the war it- 
self contains so many variables that the future 
position of our civilian supply of commodities can- 
not be reasonably forecasted. 





—<f— 


Richard M. Bradley Experimented with Plan 
of Sickness Insurance in 1913 


Richard M. Bradley of Boston, a practical pio- 
neer in the field of hospital insurance, as early as 
1913 experimented with a plan of sickness insur- 
ance in the City of Brattleboro, Vermont and the 
adjacent county. For many years he has been the 
chief executive officer of the Thomas Thompson 
Trust, a million dollar trust fund. . 


The work Mr. Bradley has done through the 
trust fund in Brattleboro and adjacent territory is 
so_constructive that it could well furnish as a 
model of how well sickness problems may be taken 
care of in a small community. 


The report of the Brattleboro, Vermont, Me- 
morial Hospital Benefit Association, in which in- 
stitution Mr. Bradley administered the practical 
application of sickness insurance, indicates that 
for a fourteen-year period benefits to the amount 
of $132,924.69 have been paid to subscribers. 
During the last five years the cost of rendering 
this service through benefits paid has been be- 
tween fifty-six and sixty-one cents per month of 
coverage exclusive of overhead expenses. 


This plan, which has been in operation longer 
than the majority of American plans for sickness 
insurance, was taken up and carried on with the 
idea of covering, as far as practicable, as many as 
possible of the most serious emergencies to which 
the ordinary family is liable. This has been done 
in a way that has given immense relief to a great 
number of cases. Practical testimony to this is 


54 





afforded by the fact that in various instances 
families that have left Brattleboro have wished 
to continue this protection and have sought to 
do so through this organization in preference 
to the coverage offered by other plans, most of 
which cover only hospital expenses, paying out 
large amounts for small expenses but leaving the 
family with inadequate protection when a serious - 
surgical emergency occurs. 
———— 


New $500,000 Building for Vancouver 
General Hospital 


The new half-million-dollar building being 
erected by the Vancouver General Hospital, Van- 
couver, B. C., Canada, will provide a modern, prac- 
tically bombproof shelter for use as an emergency 
operating station in the event of an air raid. The 
shelter is located on the ground floor and will be 
used as an out-patient office. It will be so con- 
structed that it can easily be converted into an 
emergency operating room without delay. 

icine 


Mary V. Stephenson Retires 


Mary V. Stephenson retired as superintendent 
of the University Hospital, Philadelphia, Penn- 
sylvania on May 1 after twenty years of continu- 
ous service in that position. 


Miss Stephenson has been associated with the 
University Hospital for forty-one years. She came 
there in 1901 as a student nurse and was gradu- 
ated from the nurses’ Training School in 1904. 
She is the author of a book on the first fifty years 
of the University Training School for Nurses. 
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Desiccation of Normal Human Blood Plasma 


D. W. MacCORQUODALE, Ph.D. 


created an urgent demand for a practical 

convenient, and therapeutically satisfac- 
tory blood substitute for transfusion purposes. 
From the psysiological standpoint, objections can 
be raised to all of the artificial blood substitutes 
such as saline, gum acacia, pectin and gelatin. 
Against stored and preserved blood, liquid and 
frozen plasma and serum the practical difficulties 
involved in storage and transportation compara- 
ble objections arise. 


“i MONG other things, modern warfare has 


Normal Blood Plasma 


One of the most significant recent advances in 
therapeutics has been the demonstration of the 
value of normal human blood plasma as a blood 
substitute in a wide variety of conditions. Be- 
cause of its value in the treatment of burns, shock 
and hemorrhage the National Research Council, 
at the request of the Surgeons General of the 
Army and Navy instigated intensive investiga- 
tions to determine the most satisfactory manner 
in which this material could be made available 
to our armed forces in a convenient and practical 
form. These investigations resulted in the selec- 
tion of desiccated plasma as the material of choice 
because of its therapeutic effectiveness, stability, 
ease of transportation and storage, and safety of 
administration. 


_When plasma is dried from the liquid state a 
hard brittle material is obtained. During the dry- 
ing many of the more labile components of the 
plasma undergo decomposition, and usually from 
5 to 8 per cent of water is retained which results 
in a product of poor keeping qualities. The mate- 
rial is slow to dissolve and is never completely 
soluble. Plasma dried from the frozen state on 
the other hand is a light, porous material in which 
nearly all of the labile constituents are preserved 
unchanged. Because the water content can be re- 
duced to less than one per cent, the material keeps 
almost indefinitely and because of its porous na- 
ture it is almost instantly and completely soluble. 


Dried Plasma 


Although its application to plasma is recent, 
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the method of drying from the frozen state is not 
a new one. The pioneering work was done by 
d’Arsonval and by Shackel about forty years ago. 
In principle it consists of freezing the solution 
quickly and then evaporating the ice below the 
freezing point and at a low pressure, some means, 
either mechanical or chemical, being provided for 
removal of the water vapor. Large scale operation 
presented numerous engineering problems which 
were duly solved. 


The initial requirements of the Army and Navy 
were for 200,000 units of dried plasma, a unit be- 
ing the dry material from 250 cc. of original 
pooled plasma. This requirement has_ subse- 
quently been considerably increased. For produc- 
tion on a scale of this magnitude, the cooperation 
of the American Red Cross has been indispensa- 
ble. Widely distributed bleeding centers have 
been established throughout the East and Middle 
West where blood is drawn from volunteer donors 
selected from the general public. Donors may be 
healthy individuals of either sex and between 
twenty-one and sixty years of age. Five hundred 
cc. of blood is drawn into a standardized bleeding 
bottle containing 50 cc. of a 4% solution of sodium 
citrate in physiological sodium chloride. When 
the bleeding is completed, the blood remaining in 
the rubber tubing is drained into a small vial. 
which is fastened to the side of the collecting 
bottle. This small sample serves for the serolog- 
ical tests. 


The bottles are loaded into special refrigerated 
containers and shipped the same day to the proc- 
essing centers a number of which have been es- 
tablished in various convenient localities. At the 
processing center seriological tests for syphilis 
are carried out and bottles which give a posi- 
tive result are discarded and a report sent back 
to the Blood Donation Center. The bottles are 
then centrifuged for one hour and the plasma 
siphoned off into a large bottle or pool. All trans- 
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fers must be done in a closed system. A minimum 
of eight individual plasmas are pooled: in practice 
the number usually varies from 30 to 50. This 
pooling serves to dilute any unusually high agglu- 
tinin content of an occasional individual plasma 
and results in a more uniform product. 


Frozen Plasma 


After a sample has been removed from the pool 
for a sterility test the remainder is divided into 
bottles which are the final containers. These bot- 
tles are then immersed in a freezing bath at —40° 
F. and rotated in a horizontal position so that the 
plasma is frozen in the form of a shell on the in- 
side wall of the bottle. This procedure is tech- 
nically known as “shelling.” The shelling stage 
in the process must be completed within 72 hours 
after the blood is drawn. The frozen plasma is 
then stored in a refrigerated room until the re- 
sults of the sterility test on the plasma pool are 
obtained. 





Administration of Blood and Plasma 
Bank Program 


Regulations for the administration of the Blood 
and Plasma Bank Program of the Medical Divi- 
sion of the United States Office of Civilian Defense 
have now been prescribed, and funds are available 
for grants to assist approved hospitals in estab- 
lishing blood and plasma banks. Only hospitals 
within 300 miles of the Atlantic, Pacific or Gulf 
coasts are eligible for such grants. After July 1, 
1942, these geographical restrictions may be 
modified, so that grants may be made to inland 
hospitals. Applications should be addressed to the 
Chief Medical Officer, United States Office of 
Civilian Defense, Washington, D. C. 


Technical manuals on blood and plasma banks, 
prepared by the Subcommittee on Blood Substi- 
tutes of the Division of Medical Sciences, National 
Research Council are now available for distribu- 
tion on request of any hospital to the Chief Medi- 
cal Officer, Office of Civilian Defense. 


The Red Cross has established eighteen donor 
centers in various parts of the country which are 
successful in obtaining an adequate supply of 
blood donors for military purposes. Blood for the 
production of dried plasma for Civilian Defense 
purposes will also be obtained from these sources. 


Hospitals which establish their own blood and 
plasma banks with the financial assistance of the 
Office of Civilian Defense are advised to build up 
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The frozen plasma is dried by subjecting it to a 
reduced pressure of approximately 0.2 mm. of 
mercury and providing some means of removing 
the water vapor. The loss of heat due to evapo- 
ration of the ice causes the frozen mass to become 
colder and colder which in turn decreases the rate 
of evaporation. For this reason it is necessary to 
add heat in order to maintain a reasonable rate of 
evaporation. Drying normally takes from 60 to 
72 hours. The bottles of dried plasma after being 
removed from the drying machine are evacuated 
to a pressure of 5 mm. or less and sealed. The 
sealed bottle is then placed in a can, together 
with necessary tubing and needles for reconsti- 
tuting and administering the plasma, and the can 
is evacuated and sealed. The can is packed in a 
waterproof fiberboard carton together with an- 
other can containing a bottle of pyrogen-free 
distilled water (300 cc.). This constitutes the 
complete “Standard Package of Dried Human 
Plasma.” 


their reserves of blood and plasma by expanding 
blood collection from relatives and friends of pa- 
tients who are to receive transfusions. A public 
campaign for volunteer donors which may com- 
pete with the work of the Red Cross should be 
avoided if possible. If public solicitation is neces- 
sary, hospitals should appeal to the local chapters 
of the American Red Cross for assistance in re- 
cruiting hospital donors. Blood donor campaigns 
by agencies other than the Red Cross will tend to 
confuse’ the public and may interfere with the 
blood collection by the Red Cross for the armed 
forces.— News Release, Office of Civilian Defense. 


eee eee 


Walter J. Grolton 


Walter J. Grolton, superintendent of the Uni- 
versity of Arkansas Hospital, Little Rock, died 
of a heart attack on the evening of April 15, at 
the age of 47 years. 


Mr. Grolton was one of the best known hospital 
administrators in the middle west. For many 
years he served in an administrative capacity for 
the hospital system of the Missouri-Pacific Rail- 
road employees; for eight years he was the ad- 
ministrator of the St. Louis City Hospital, and 
recently he resigned that position to accept the 
superintendency of the University of Arkansas 
Hospital. Mr. Grolton had been president of the 
Mid-West Hospital Association and for many 
years was the secretary of that Association. 
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The thirteenth annual Tri-State Hospital As- 
sembly held in Chicago last month was a two- 
fisted, all-out conference to gear hospital services 
and facilities to the war effort. It was a crowded 
three-day session from May 6 to May 8 with 57 
separate programs, 123 technical booths and 3000 
actually registered. 


War Problems in Relation to Things and Services 


The first general morning session on Wednes- 
day was devoted to special hospital problems aris- 
ing from the war and the defense program, with 
Dr. Robin C. Buerki, dean of the Graduate School 
of Medicine, University of Pennsylvania in Phila- 
delphia, opening the discussion. Hospitals, he 
said, should first of all become thoroughly fa- 
miliar with the material contained in the three 
official bulletins issued by the Medical Division of 
the Office of Civilian Defense and then prepare 
accordingly for every conceivable emergency. 
There is no excuse today, he said, for lack of 
knowledge about blackouts, fire protection, emer- 
gency utilities, and all those other items so clear- 
ly described in the bulletins referred to. The 
second point emphasized was that since in his 
opinion and in the opinion of many others “hos- 
pitals today are at the cross-roads with their fu- 
ture actually at stake,” they should take an active 
and vigorous leadership now in working out plans 
and programs for the future so as to insure the 
best possible system of hospitalization for all the 
people in this country. And finally, he decried 
the “you-can’t-do-this-to-me” or the “business-as- 
usual” attitude in some hospitals, and likened it 
to what he called “the unconscious fifth column” 
point of view. The stentorian voice of Doctor 
Buerki was just what was needed to get the As- 
sembly off to a flying start. 


One of the first special problems arising from 
the war is of course the obtaining of adequate 
equipment and supplies under the priorities plan. 
Fortunately this was discussed by an authority 
who is in a position to know whereof he speaks: 
Dr. James A. Crabtree, executive secretary of the 
Health and Medical Committee of the Office of 
Defense, Health and Welfare Services in Wash- 
ington. 


Speaking on the same subject, “Priorities as 
They Affect Hospitals,’ Roger C. Wilde, repre- 
senting the Hospital Industries’ Association, ex- 
pressed the view that although the A-10 rating 
for hospital supplies was originally sufficient, it is 
today not high enough to procure the materials 
needed. “Hospitals,” he-said, “should have an 
effective full-time representation in Washington 
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so that their needs will receive the recognition 
they deserve in the decisions made daily by offi- 
cials in the War Production Board. The officials 
in charge of various branches and committees are 
only human. They use their best judgment in 
reaching their decisions. If they do not hear 
protests as result of certain rulings and policies, 
they can only assume that conditions are satis- 
factory. 


These considerations on priorities and scarcity 
of materials naturally led into a discussion of the 
related problems of increased operating costs in 
hospitals, with Joseph G. Norby, administrator of 
the Columbia Hospital in Milwaukee, taking the 
lead. Speaking from the standpoint of foodstuffs, 
Miss Margaret Cowden, director of dietetics at 
the Michael Reese Hospital in Chicago, expressed 
the view that “hospitals face the choice of in- 
creased rates, on the one hand, or decreased qual- 
ity and variety, on the other.” Stuart K. Hummel, 
administrator of the Silver Cross Hospital in 
Joliet, and E. I. Erickson, administrator of the 
Augustana Hospital in Chicago, then spoke from 
the standpoints of “Supplies of All Kinds” and 
“Salaries and Wages” respectively. 


Following this discussion on increased costs, 
Ralph M. Hueston, superintendent of the Hurley 
Hospital in Flint, was called upon to interpret the 
problem from the standpoint of “Maintaining an 
Adequate Budget.” Summarizing his remarks, 
he offered the following advice: (1) use the best 
judgment at your disposal to anticipate the de- 
mand for service, (2) keep a watch-dog of the 
treasury attitude in knowing your operating 
costs, (3) take advantage of whatever means are 
available to reduce the need of subsidy, instead 
of seeking additional subsidies, and (4) do not 
schedule charges for service to paying patients at 
less than the cost of providing the service. 


The Wednesday morning session was termi- 
nated with a talk by Dr. Victor H. Vogel, Past 
Assistant Surgeon of the United States Public 
Health Service, now assigned to the Office of 
Civilian Defense, on “The Plan of the Office of 
Civilian Defense for Blood Plasma Banks for 
Emergency Use.” Doctor Vogel traced the plan 
through its various aspects, such as (1) regula- 
tions governing grants to hospitals for establish- 
ing reserves of blood plasma, (2) eligibility for 
grants (Hospital must be located not more than 
300 miles from the oceans or the gulf coast, must 
not be less than 200 beds, exclusive of bassinets, 
must be approved by the American College of 
Surgeons and on the Register of the American 
Medical Association, etc.), and (3) approval of 
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the plans, the maximum grant for which for any 
one hospital can not be more than $2000. 


War Problems in Relation to Personnel 


Just as the Wednesday morning general session 
had to do with the special problems of hospitals 
in relation to things and services arising from the 
war and the defense program, so the Thursday 
morning general session had to do with the an- 
alysis and adjustment of personnel problems in 
hospitals during the war period. Dr. Roger W. 
DeBusk, director of the Evanston Hospital, was 
called upon first to discuss the general problem 
of “Meeting the Increasing Problem of Personnel 
Turnover Due to Industrial Expansion and En- 
listment for Military Service.” 


This discussion was followed by one on “Reduc- 


ing the Work Load of the Hospital but Maintain- 
ing Quality of Service” by Willis J. Gray, super- 
intendent of the Charles Godwin Jennings Hos- 
pital in Detroit. Mr. Gray offered a number of 
practical suggestions which he urged adminis- 
trators to adopt, such as an inclusive rate sys- 


tem, a public address system, institutional buy- - 


ing, a central supply system, etc. He recommend- 
ed simplifying many of the procedures now preva- 
lent in many hospitals. 


Arnold F. Emch, assistant secretary of the 
American Hospital Association, was called upon 
next to discuss the “Volunteer Nurse’s Aide 
Corps,” with a view to evaluating this volunteer 
service as a means of reducing the present and 
impending nurse shortage. 


Dr. Charles W. Myers, superintendent of the 
Indianapolis City Hospital, spoke next on “The 
Problem of Securing an Adequate Number of In- 
terns and Residents.” Hospitals, he said, are 
faced with the paradoxical problem of providing 
service as usual, while at the same time, making 
available for military service every able-bodied 
physician and nurse. “This problem could be 
solved with ease if it were possible for hospitals 
to act and think in the same terms as industry. A 
commercial concern, faced with a similar problem 
would follow the usual procedure of either stop- 
ping or materially reducing the output. This, of 
course, is the line of least resistance, but it is im- 
possible to consider such a policy for hospitals. 
The efficiency of the hospital must not be impaired 
even though there is a drastic reduction in the 
number of professional personnel. It is unthink- 
able to consider any plan for hospitals that will 
in any manner whatsoever interfere with their 
continued operation.” As a means of relieving 
this situation, he recommended that “intern and 
resident must be relieved of all routine clerical 
and semi-clerical duties.” 


Following this, Dr. Edward T. Thompson, ad- 
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ministrator of the Mt. Sinai Hospital in Milwau- 
kee, spoke briefly on “The Increasing Demand o: 
Nurses to Undertake Certain Medical Procedure: 
Formerly Carried on by Physicians,” and advo 
cated going back to the recorded experiences anc 
practices of World War I to study how many ot 
these problems were solved at that time. 


War Problems in Relation to Medical Practice 


The Friday morning general session was de- 
voted to a panel on the application of fundamenta! 
principles of good hospital administration and 
service in special departments serving the pa- 
tient. The discussion embraced such considera- 
tions as special accommodations, facilities, and 
equipment; supervision and management; resi- 
dent medical staff, nursing and other personnel; 
qualifications for membership on medical staff; 
records to be maintained; control of clinical work; 
departmental conferences; education and training 
of personnel, physicians, nurses, and technical as- 
sistants. The first on the program was Dr. Rus- 
sell M. Kurten, surgeon in St. Mary’s and St. 
Luke’s Hospitals in Racine, who discussed these 
problems from the viewpoint of the surgeon. Dr. 
Roscoe L. Sensenich, chief of the Department of 
Internal Medicine in the Epworth Hospital in 
South Bend, spoke from the point of view of the 
internist. Dr. Ralph Emerson Campbell, associ- 
ate professor of Obstetrics and Gynecology, Uni- 
versity of Wisconsin Medical School, took up the 
problem from the standpoint of the obstetrician. 
This was followed by a talk from the point of 
view of the urologist by Dr. James W. Hubly of 
the Battle Creek Sanitarium in Battle Creek. The 
point of view of the pediatrician was handled by 
Dr. Maurice L. Blatt, professor of Diseases of 
Children, University of Illinois Medical School. 
And finally, problems of the orthopedist were dis- 
cussed by Dr. Edward L. Compere, chairman of 
the Department of Orthopedic Surgery,. Wesley 
Memorial Hospital in Chicago. 


Afternoon and Evening Sessions 


As usual the three afternoons of the Assembly 
were given over to numerous luncheons and sec- 
tional conferences on just about every conceivable 
service and department in hospitals. Wednesday 
evening was devoted to a large and stimulating 
panel round table conference on “Winning the 
War” and “When Victory Comes,” designed for 
all groups and sections participating in the As- 
sembly. The opening statement on “Hospitals 
and the War” was given by Dr. Bert W. Caldwell, 
executive secretary of the American Hospital As- 
sociation, which was then followed by the panel- 
round table, proper, under the joint direction of 
Doctors MacEachern and Buerki. 


In addition to the usual formal greetings, the 
Thursday evening annual banquet guests heard 
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an address by Dr. Basil C. MacLean, president of 
the American Hospital Association, and the pres- 
entation of the portrait of Asa S. Bacon to the 
American Hospital Association. 


The Assembly was terminated Friday evening 
with an unusually interesting visit to the beauti- 
ful new home of the Wesley Memorial Hospital, 
conducted by Edgar Blake, Jr., superintendent of 
that institution. Dinner was then served at the 
Wesley Hospital as a farewell gesture to the Tri- 
State Hospital Assembly until next year. 

Poe a Ee 


Officers of Illinois Hospital Association 

The Illinois Hospital Association, at their busi- 
ness session held in Chicago, May 6, elected the 
following officers for the ensuing term: 


President—Charles A. Lindquist, Sherman Hos- 
pital, Elgin 

Vice-President—Sister Cecilia, St. Joseph’s 
Hospital, Bloomington 

Second Vice-President—William H. Tenney, Illi- 
nois Masonic Hospital, Chicago 

Secretary-Treasurer—Victor S. Lindberg, Vic- 
tory Memorial Hospital, Waukegan 

Delegates to House of Delegates of American 
Hospital Association—J. Dewey Lutes, Pres- 
byterian Hospital, Chicago; and Charles J. 
Hassenauer, Garfield Park Hospital, Chicago 

Alternates to House of Delegates of American 
Hospital Association—Vernon Root, Rock- 
ford Hospital, Rockford; and Frank Hoover, 
Macon County Hospital, Decatur 





Officers of Indiana Hospital Association 
The following officers were elected by the Indi- 
ana Hospital Association at the Tri-State Hospital 
Assembly in Chicago, May 6-8 

President—Hannah Rosser, Vermillion County 
Hospital, Clinton 

President-Elect—F rank G. Sheffler, Union Hos- 
pital, Terre Haute 

Vice-President—Dr. C. W. Myers, City Hos- 
pital, Indianapolis 

Treasurer—F rank G. Sheffler (re-elected) 

Secretary—Albert G. Hahn, Deaconess Hospi- 
tal, Evansville (re-elected) 

Trustees (elected for three-year term) —Sister 
Rose, St. Vincent’s Hospital, Indianapolis; 
J. B. H. Martin, Indiana University Medical 
Center,. Indianapolis 

Delegate to House of Delegates of American 
Hospital Association—Clarence C. Hess, 
Methodist Hospital, Indianapolis 

Alernate to House of Delegates of American 
Hospital Association—Nellie G. Brown, Ball 
Memorial Hospital, Muncie 
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Officers of Michigan Hospital Association 


At the Tri-State Hospital Assembly in Chicago, 
May 6-8, the Michigan Hospital Association elect- 
ed the following officers: 


President—Graham L. Davis, W. K. Kellogg 
Foundation, Battle Creek 

President-Elect—Dr. L. V. Ragsdale, Butter- 
worth Hospital, Grand Rapids 

First Vice-President—J. A. Blaha, Grand View 
Hospital, Ironwood 

Second Vice-President—Mrs. Elizabeth Nichols, 
Community Hospital, Battle Creek 

Secretary-Treasurer—Robert G. Greve, Uni- 
versity Hospital, Ann Arbor (re-elected) 


Trustees—Dr. Leverett S$. Woodworth, Harper 
Hospital, Detroit; Mrs. Jessie P. Bernard, 
Cottage Hospital, Detroit; Glen W. Fausey, 
Edward W. Sparrow Hospital, Lansing 


Delegates to House of Delegates of American 
Hospital Association—Robert G. Greve, Uni- 
versity Hospital, Ann Arbor, and Dr. D. M. 
Morrill, Receiving Hospital, Detroit 


Alternates to House of Delegates of American 
Hospital Association—Amy Beers, R. N., 
Hackley Hospital, Muskegon, and Max Ger- 
fen, Sheldon Memorial Hospital, Albion 





Officers of the lowa Hospital Association 


The Iowa Hospital Association, at their recent 
meeting held on April 27-29 in Des Moines, elected 
the following officers for the coming year: 


President—A. Langehaug, Lutheran Hospital, 
Fort Dodge 

First Vice-President—Paul Hanson, Iowa Lu- 
theran Hospital, Des Moines 

Second Vice-President—Sister Mary Magdalen, 
St. Joseph’s Hospital, Ottumwa 

Secretary—Orville Peterson, Memorial Hospi- 
tal, Eldora 

Treasurer—P. M. Hutchinson, Broadlawns Hos- 
pital, Des Moines 


Board of Trustees—Robert E. Neff, University 
Hospitals, Iowa City; Ruth Riedesel, Graham 
Hospital, Keokuk; T. P. Sharpnack, Broad- 
lawns Hospital, Des Moines; R. J. Connor, 
University Hospitals, Iowa City; Mary L. 
Elder, Protestant Hospital, Burlington 


Delegate to House of Delegates of American 
Hospital Association—Mary L. Elder, Protes- 
tant Hospital, Burlington 

Alternate to House of Delegates of American 
Hospital Association — A. Langehaug, Lu- 
theran Hospital, Fort Dodge 
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Presentation of the Portrait of Asa S. Bacon 





to the American Hospital Association 


J. DEWEY LUTES, Administrator, The Presbyterian Hospital of Chicago 


T IS fitting that a word be said concerning how 
this portrait of Asa 8. Bacon came to be 
painted. I think the idea was conceived in Oc- 

tober 1941, when Dr. Bert W. Caldwell and some 
of his staff members attended the unveiling of the 
Bacon portrait that was presented to The Presby- 
terian Hospital by the Board of Managers. From 
this came the wise decision that a similar portrait 
would be a worthy addition to the Library in the 
American Hospital Association that -is named in 
Mr. Bacon’s honor. 


To set this idea in motion the Woman’s Board 
of Presbyterian Hospital made an initial contribu- 
tion of two hundred dollars. With this amount 
pledged, Dr. Basil C. MacLean, president of the 
American Hospital Association, appointed a com- 
mittee to raise the necessary funds. Dr. Bert W. 
Caldwell, Dr. B. W. Black, Mr. E. I. Erickson, 
Mr. Stuart K. Hummel and myself as chairman, 
composed the committee. Due to the happy sig- 
nificance of the endeavor we were able to achieve 
the goal of our drive in record time and with 
little effort. 


The Committee desires to take this opportunity 
to express appreciation of the generous contribu- 
tions sent in by scores of Mr. Bacon’s friends 
throughout North America who were only too 
happy to pay tribute to one who has long been a 
leader among them. 


On this happy occasion we have the pleasure of 
having with us the members of Mr. Bacon’s 
family: Here at the speaker’s table we have Mr. 
and Mrs. Asa S. Bacon. Also present are their son 
Doctor Charles Bacon and his wife and their son, 
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Melville. Another son, Lieutenant Charles 
Bacon, is in the service of his country at Fort 
Benning, Georgia. 


A word about the man who painted the por- 
trait—he is an artist who has not only distin- 
guished himself in portraitures but is also noted 
for his landscapes, especially of the Old South. He 
possesses the unusual ability to paint a likeness 
with few sittings. One of the finest portraits I 
have ever seen was one he did from a photograph 
and casual study of his subject during social meet- 
ings. I am sure you want to meet the gifted gen- 
tleman whose talent has given us so valuable and 
permanent a contribution to the hospital field. 


I present the artist, Mr. Thomas Jefferson 
League. , 


Before I was old enough or strong enough to 
carry a watermelon from the field to my home, 
then in Kentucky, the gentleman we are paying 
tribute to this evening was appointed superintend- 
ent of The Presbyterian Hospital of Chicago. 
While I attended the second grade in grammar 
school he was elected Treasurer of the American 
Hospital Association. These are the only clues I 
shall submit for age identification. 


Asa Sanger Bacon was born in Midland, Michi- 
gan, a town in the lumberwoods. He relates, with 
justifiable pride, that he was, in early manhood, 
a lumberjack. Do you suppose lumberjacking or 
the responsibilities of a hospital superintendent 
made him the fine specimen of man we behold— 
adorned with that beaming, wholesome counte- 
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nance? I am inclined to believe that it was the 
Michigan atmosphere, for as superintendent 
emeritus of The Presbyterian Hospital, Mr. Bacon 
has chosen to reside in Dowagiac, Michigan, near 
scenes of his childhood home. 


It would be futile for me to attempt to express 


in mere words a fitting tribute to Mr. Bacon. And . 


time is lacking to even approach the task al- 
though the effort would give me joy. 


Mr. Bacon is one of the few living men who 
pioneered in the hospital field, especially in the 
phase of general progressive growth and develop- 
ment in the raising of standards for the volun- 
tary hospitals of North America. If you will re- 
view the Transactions of the American Hospital 
Association since its inception you will find therein 
generous evidence of his forward thinking and 
sound logic as regards administrative practices 
and procedures for hospitals. For example, he 
was the originator of the idea for hospital insti- 
tutes as far back as 1907—and of central food 
and supply service control about 1912. He early 
advocated the vertical type of hospital construc- 
tion and of many other forward and effective 
steps in hospital progress. 


When we think of the American Hospital Asso- 
ciation it is only natural that the name of “Bacon” 


comes to mind. Down through the years he has 
served faithfully and effectively as its Treasurer 


with only one interruption when he served as the 


Silver Jubilee President. For the past twelve years 
he has been chairman of the Membership Commit- 
tee during which time there has been a consistent 
growth in all classifications of membership. In Illi- 
nois it has been our privilege to have his leader- 
ship and direction in every local and state hospital 
organization, at one time or another. In all hos- 
pital organizations and associations, whether local 
or national his counsel and wisdom have helped 
to point the way. On the fingers of one hand may 
be counted those who have served as superintend- 
ent of one hospital for nearly forty-one years. The 
splendid reputation of The Presbyterian Hospital 
makes this distinction of Mr. Bacon’s the more 
impressive. 


The formula that brought him honor, esteem, 
and admiration from a host of friends can be ex- 
pressed briefly—loyalty and humility, virtues that 
always underlie greatheartedness and result in 
the practice of those spiritual ideals that make 
a man beloved by his contemporaries. 


On this occasion it is our happy privilege in 
behalf of Mr. Bacon’s many friends in the United 
States and Canada to bestow this honor upon him. 


President Basil MacLean, I present this portrait 
of Asa S. Bacon to the American Hospital Asso- 
ciation, to be hung in the Bacon Library where, 
long after our day is past, it will remind other 
generations of the tribute paid to work well done 
and a life well lived in service to our fellowmen. 


Acceptance of the Portrait of Asa S. Bacon 
By BASIL C. MacLEAN, M.D., President of the American Hospital Association 


As the representative of the American Hospital 
Association, it is an honor to be permitted to ac- 
cept this portrait of our friend, Asa S. Bacon. 


A half century of thought and action, of ac- 
curate observation and logical reasoning has en- 
abled him to make many contributions to the rec- 
ord of progress in hospital care. Through the 
years, aS commanding officer in one of the nation’s 
foremost hospitals, he has shown an insatiable 
curiosity and an ingenuity of application in de- 
sign and method. In this Association, he has 
served in an official capacity over a period greater 
than that of any other living person and the re- 
sults of his work for the Association are known 
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to all of us. Beyond all this, however, to his many 
colleagues and friends the key to his accomplish- 
ment has been a kindness of motive and a dignity 
of demeanor to all manner of men. In his conduct 
of a great institution, he never let the cash regis- 
ter become a substitute for a social conscience. 


In accepting this portrait, I should like to ex- 
press our gratitude to the donors—all friends of 
Mr. Bacon. It will hang upon the wall of the 
library which has been named after him and it is 
our hope that for many years the original of the 
portrait will continue in health and happiness to 
be our critic, counsellor, our ideal as administra- 
tor and human being—our Asa Bacon. 
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The Revenue Law of 1942 


The Revenue Law of 1942 is now in process of 
preparation by the Ways and Means Committee 
of the House of Representatives. It may be re- 
ported to the House before this issue of HOSPI- 
TALS leaves the press. 


The chief concern of our hospitals is connected 
with three recommendations of the Honorable 
Secretary of the Treasury and the Treasury’s Tax 
Advisor, the Honorable Randolph Paul. 


1 The inclusion of hospitals in the provisions 
for Excise Taxes 


2 The limitation upon the amount of deduc- 
tion for amounts bequeathed or trans- 
ferred for specified charitable purposes in 
computing the amount subject to Estate 
Taxes 


3 The recommendation to impose a tax on in- 
come earnings of a charitable or educa- 
tional corporation from a trade and busi- 
ness completely unrelated to other exempt 
activities. This not withstanding the fact 
that such earnings are applied to the 
charitable and educational purposes of the 
organization. 


The inclusion of any one or all of these recom- 
mendations in the 1942 Revenue Law will impose 
financial obligations upon our hospitals which 
they will find difficult to meet in prosperous times 
and may not be able to meet when prosperity 
passes. 


Our hospitals have originated and developed 
through voluntary contributions. Traditionally, 
they have been exempt from taxation, for the 
reason that it is not and would not be in the public 
interest to do otherwise. Both the future devel- 
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opment and continued operation of voluntary hos- 
pitals will be seriously endangered if the proposed 
restriction on exemptions from estate taxes is 
created or one or both of the other two recom- 
mendations are incorporated in the Law. 


There are many better ways of raising revenue 
than by taxing hospitals, charity, and education. 
No more important move toward governmental 
control and operation of activities in our country 
pertaining to social welfare could be implemented 
than by imposing upon our charitable and educa- 
tional institutions the taxes recommended. Many 
desirable factors in hospital development will be 
largely eliminated if hospital care becomes essen- 
tially a governmental activity. 


From the beginning our hospitals have been 
established and maintained with the support of 
persons in this nation who have a deep and abid- 
ing interest in the welfare of its people. If hospi- 
tals are to survive—and it would be social wel- 
fare’s greatest tragedy if they perished—this sup- 
port must be continued unimpaired by taxation. 


Hospitals are vitally concerned with the recom- 
mendations of the Secretary of the Treasury. 
These recommendations should be brought to the 
attention of the board of trustees of each hospi- 
tal. The board of trustees must present the case 
of the hospitals to the Honorable Robert L. 
Doughton, chairman of the Committee on Ways 
and Means, to the individual members of that 
Committee, to Senator Walter F. George and to 
members of the Finance Committee of the Senate, 
to whom the Bill will be referred. 


The members of Congress should be advised by 
the hospitals of the purpose of the proposed tax 
and the effect of the taxes on the future of our 
voluntary hospitals. There is no time and no ex- 
cuse for delay. 

















Health a Priority 


A nation to be strong in war must safeguard 
the health of its people, soldiers and civilians. 
This is best accomplished through good medical 
care and hospital service and the application of 


sound procedures of sanitation. When any of 


these services fail the health of the nation suffers 
and our war effort is imperiled. 


The provision of suitable medical service for 
the forty million workers in our munition plants 
and their dependents, as well as for the families 
of those serving in our armed forces, is the re- 
sponsibility of the medical profession; the provi- 
sion of satisfactory hospital care when and as 
needed, is the responsibility of our hospitals. 


Both the medical profession and the hospitals 
are seriously handicapped by the increasing 
scarcity of physicians, and the hospitals are 
further handicapped by reduced nursing staffs 
and lay personnel. In addition hospitals are find- 
ing it difficult to add to their present facilities to 
meet the growing need for hospital care. 


The forty million workers under the normal in- 
cidence of disabling illness lose 200,000,000 days 
per year at least. Forty-two millions of these 
days are spent in hospitals. Conceivably, under 
the pressure of increased production this inci- 
dence will be greater and so health is established 
as a definite and important priority. 


Food, clothing, satisfactory housing and a 
pleasant living environment conserve the health 
of the nation. Good sanitation, water control, sew- 
age disposal and the incessant battle against in- 
sect pests, prevent illness and control communic- 
able disease. Adequate medical service and good 
hospital care save thousands of lives and return 
thousands of workers to the factories restored to 
health with a minimum loss of time from their 
work, and a maximum of our war effort in civilian 
life is maintained. 


When hospitals fail in their services, the civil- 
ian army of workers suffer both in their health 
and their morale. Days of labor are lost that can 
never be recovered. Sickness spreads from hos- 
pital to home, and from one home to other 
homes. The mechanism of the hospitals’ opera- 
tion must be just as true and just as dependable 
as that of the plant which manufactures our mu- 
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nitions. Man power in full health and the conser- 
vation of it is just as essential to winning the war 
as the material the workers manufacture. 


And so our hospitals appreciate the great re- 
sponsibility which war has placed upon them. 
They cannot fail either as a group or as a single 
institution—to do so would be criminal. 


The hospitals can spare no effort. Their em- 
ployees work in season and out of season, and 
as long as the sick may need them. Just as long 
as supplies necessary to their continued operation 
come to them in sufficient quantities and without 
interruption they will discharge in full their re- 
sponsibility to the nation, its workers and their 
dependents. That these supplies do come through 
is the responsibility of the Government. 


Every country at war emphasizes the import- 
ance and the necessity of an efficient health serv- 
ice. Each of the countries place equal value on the 
men who fight and the men who produce. Our own 
Government will see to it that within the powers 
it has and the facilities it possesses its hospitals 
will be given the equipment and supplies needed 
for their operation. Health is a Priority. 


—_—@——— 


A Hospital Executive’s Philosophy 


“When skies are clear, expect the cloud; 
In darkness wait the coming light. 
Whatever be thy fate today, 
Remember this will pass away.” 

—Saxe 


This has been a motto upon the desk of the 
writer for many years. It gives hope for the fu- 
ture and is a great help in troublesome days like 
these. If you have sons, daughters, or other dear 
ones in the Army, take pride in their service. 
Glory in their willingness to fight for their coun- 
try, for their own rights of free-men, and to free 
the nations now enslaved. 


Hospital administrators who remain in charge 
of their hospitals, both those who send their as- 
sistants to help in the administration of army 
hospitals and those who have no assistants s0 
available, are doing their bit. Management of a 
civilian hospital in these days of shortage of all 
personnel is no minor job. 

F. A. W. 
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Morale 


One of our biggest tasks for the “duration” will 
be the maintenance of morale. We do not mean 
morale in the sense of determination to carry this 
struggle through to the victorious end—that we 
can take for granted—but we do mean morale in 
the sense of carrying on our regular hospital work 
without discouragement in the face of many dif- 
ficulties incidental to an all-out war. 


It is easy to lose enthusiasm for our work 
these days. Key people are resigning or being 
drafted with disheartening frequency; their sub- 
stitutes try hard enough but it often takes months 
to regain the old smooth-running efficiency. Ma- 
terials and supplies cannot be obtained, or there 
are endless forms to be filled in and long tedious 
delays before deliveries can be made. Volunteers 
become engrossed in war work and tend to give 
less service or even drop out entirely. Costs are 
mounting and benefactions are reduced or diverted 
elsewhere. One gets restless oneself and wonders 
if there could be found an opportunity for more 
active personal participation in the war effort. 
Much of the old joy of administering a hospital 
or one of its departments seems to have faded. 


It is right at this point that we must realize— 
every last one of us—that, in carrying on with 
our hospital jobs, we are helping to maintain a 
most essential service. Next to the actual prose- 
cution of the war, the care of the civilian sick is 
just about the most important task confronting 
our people today. Sick munition workers cannot 
make shells unless hospitals are available to help 
them get back to work. Our fighting forces can 
do a much better job if they know that their 
loved ones are getting every possible care at home. 


Our hospitals must not let these present difficul- 
ties “get them down.” “Chins up” must be our 
motto. After all, our headaches are as nothing 
compared to those suffered by others. Despite 
disorganization of services and doubling of respon- 
sibilities, a liberal application of effort, enthusi- 
asm, ingenuity, optimism, patience, fortitude and 
cooperation, in other words, a high degree of mo- 
rale, will maintain hospital work at almost its pre- 
war standards. Doctor C. C. Burlingame, di- 
rector of the Hartford Retreat, has well stated 
that “In no previous war have psychological com- 
ponents been as important as in this present con- 
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flict.” As “morale is the state of mind of each 
individual and the morale of the group is the sum 
total of the states of mind of all the individuals 
within that group,” it follows that our hospital 
workers can do their “bit”? by setting a fine ex- 
ample of civilian morale for all to see and emulate. 


G. H. A. 





A Great Benefaction 


The Kellogg Foundation is making grants total- 
ing $1,350,000 to one hundred fifty schools of 
medicine and allied professions to make available 
funds to assist students in these schools to con- 
tinue their professional education without inter- 
ruption under the accelerated program. Under 
normal conditions, many ambitious students have 
been able to earn money to continue their educa- 
tion by working during summer vacations. Each 
summer these students have saved on an average 
of $250 to $300 toward their expenses for the 
coming year. The accelerated program provides 
for continuous attendance in college. This would 
seriously handicap a considerable number of stu- 
dents who would be forced to interrupt their 
schooling because of lack of funds. 


The Kellogg Foundation grants will be placed 
at the disposal of the deans of cclleges, many of 
whom have already completed their student sur- 
veys to determine how many of their students will 
need aid, and in what sums. 


The ultimate values of this generous benefac- 
tion are greater than can be estimated at this 
time. It will insure the continued flow of grad- 
uates from medical and allied professional schools. 
Its direct effect upon hospitals will be to insure 
the intern services of hundreds of medical and 
dental graduates. It will prevent the reduction in 
student enrollment in colleges, the disastrous ef- 
fects of which were felt after the last World War. 


The Kellogg Foundation in its wisdom and far ~ 
vision has made through these grants a most 
commendable application of practical philan- 
thropy. In helping these students it has helped a 
vast number of people to whom these students will 
give a lifetime of devoted professional service. It 
again demonstrates the worth of our great Foun- 
dations. They contribute generously for the wel- 
fare of our people and at a time when most needed. 
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Shall Intern Training Be 
Accelerated? 


The accelerated program of the medical col- 
leges presents several problems which our hospi- 
tals find difficult to solve. One of these is the over- 
lapping of intern services when the services are 
for a twelve-month period. For nine months each 
intern class would cover its assignments in much 
the same manner as in normal times. At the end 
of nine months a new class of interns would re- 
port for service, while the old class would have 
three months remaining to serve. 


It would seem practical and it would afford a 
reasonably satisfactory solution to reduce the 
period of intern training to nine months and to 
receive each new class of interns at the expiration 
of each nine months’ term of service. If any of the 
older interns would want to complete the year, 
the hospitals might assign them to vacancies on 
the resident and assistant resident staff. 


The definite and increasing need for medical 
officers for service with our armed forces may 
bring many changes in the present program for 
intern training. 


A bill recently introduced into Congress pro- 
vides that interns in Government hospitals may 
be employed at a remuneration of $720 per year. 
If this bill becomes a law, many graduates will 
apply for intern service in these institutions. 


The building of fourteen army base hospitals 
located at strategic places throughout the United 
States will provide many places for interns. There 
will be many opportunities for medical and 
dental graduates for intern service in acceptable 
hospitals. 


The period of intern training has been of vary- 
ing lengths in some of our hospitals, never less 
than one year, and in some cases eighteen months 
or two years. A reduction from the usual period 
of one year to nine months might serve both the 
intern and the hospital. It certainly would be in 
consonance with the accelerated program for med- 
ical education. 

* iogllipainies 
Salvaging Scarce Materials 

Paul C. Cabot, Deputy Chief of the Bureau of 

Conservation, advises that there has been estab- 
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lished a General Salvage Section within that 
Bureau with State Salvage Committees in every 
state that has established local committees of 
every local Defense Council. 


The hospitals and clinics of this country have 
long been purchasers of relatively large supplies 
of what are now scarce materials, such as rubber, 
copper, ferrous and nonferrous metals, alumi- 
num, brass and lead. A surprisingly large amount 
of equipment and supplies worn out or damaged 
beyond repair can be found in the store rooms of 
our hospitals. Large quantities of critical mate- 
rials can be salvaged to help materially in reliey- 
ing existing Government shortages. 


The number one shortage material is rubber. 
“Our war machine rolls on rubber.” Every ice-cap, 
fountain syringe, rubber glove, every scrap of 
rubber about the hospital that is no longer used 
or usable should be salvaged. Metals of all kinds 
that have been sent to the scrap heap, or stored 
in almost forgotten spaces, should be recovered 
and salvaged for the war purpose. When col- 


_ lected, the hospitals should make immediate con- 


tact with their local salvage committees. While 
the contribution of each institution would be 
small, the total for the 7000 hospitals and clinics 
of the country would be important. 


Again the hospitals will cooperate with the 
Health and Medical Committee of which Dr. 
James A. Crabtree is executive secretary. This 
Committee especially requests the hospitals to co- 
operate in the salvage program. It will be a fine 
thing to do, to help relieve the shortage in many 
materials, a shortage that is becoming more criti- 
cal as time goes on. There is enough waste steel 
in our hospitals to build a good sized battleship, 
enough rubber to equip hundreds of tanks with 
tires, enough iron to manufacture hundreds of 
trucks and tanks, enough copper and brass to 
manufacture thousands of shells. 


Hospitals will not neglect this opportunity to 
render another important service to their country. 
The need for these scarce materials is so vital, 
their use is so important, that hospitals will con- 
sider it a privilege as well as an important obli- 
gation to our Government, to make their con- 
tribution to “Salvage for Victory.” 
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Price Trends of Hospital Commodities 
McGill Commodity Service, Inc., Auburndale, Massachusetts 


Sponsored by the Committee on Purchasing of the Council on Administrative Practice 









































MONTHLY INDICES FOR HOSPITALS 
(1926 — 100) 


May May May May May May May Jan. Apr. May 
1935 1936 19387 1938 1939 1940 1941 1942 1942 1942 


ADE COMMODTERCS: «5 ccccccesesiawes 73.5 71.6 86.2 69.7 67.6 71.0 81.1 92.5 97.2 97.6 
PV CIMOMEMNNS DS oan chose he Die oe aisve's oe aad 70.2 (28 85.1 72.5 71.5 76.6 85.9 92.4 94.4 94.6 
NEMEC REME EINE «gio 5- he oreo oie ere a Sie vals Welw S es 68.2 66.0 79.5 57.0 56.4 64.3 70.2 87.9 88.9 89.8 
ERM es oar er SN arte ore: ce Ca Sige ee a al dorwie 85.1 78.3 94.4 72.7 68.5 62.0 81.6 1016 119.1 118.9 
Factory Employment? ... 2.2... ccc cece 89.9 96.4 111.5 87.0 95.9 1025 1248 132.4 187.5* 138.4* 
WACtORy PAW MOUS sinceccscescct cee cece 71.8 84.0 110.1 73.6 86.3 97.8 144.0 173.5 178.9* 179.8* 
Wholesale Grocery Index’............... 88.3 82.0 91.1 75.8 73.4 77.5 90.8 107.6 113.1 114.5* 
COSCO Ney IGE 56.5 ees bss oo diese ioe 'ewiare 97.8 97.8 101.8 100.9 99.1 99.8 102.9 112.0 114.5* 115.8* 
iMcGill Index 


2Bureau of Labor 
%National-American Wholesale Grocers’ Association 
*Estimated 





Control Objectives ricultural commodities. This in turn has a pro- 
found effect upon the cost of foodstuffs which 
represents a vital part of the cost-of-living 
budget. (3) Buying power is not likely to dimin- 
ish to the degree deemed necessary, because the 
sale of war bonds is now lagging, and adequate 
tax rates are being sidetracked for obvious polit- 
ical reasons. 


No one questions the objectives of various con- 
trols. Obviously, there is great merit in the en- 
deavor to hold personal and corporate profits at 
a reasonable rate; to fix ceilings on prices involv- 
ing manufacturers, wholesalers, retailers, and 
consumers; to stabilize wage rates and farm 
prices; to stimulate the purchase of war bonds; 
to ration commodities which are scarce, and to dis- 
courage credit and installment buying. The 
trouble is that ways and means of control are 
determined by man, and man is not infallible. 
Moreover, it is physically impossible to squeeze 
politics out of the picture, particularly as 1942 is 
an important election year. The point which we 
desire to hammer home is that it is unwise to 
swallow hook, line, and sinker, the idea that con- 
trols mean the end of rising prices or a rising 
cost of living. Of one thing we are sure, namely, 
that the general plan will work only in the event 


It is quite apparent that there are many leaks 
in the present control plan and the ultimate suc- 
cess depends entirely upon the welding together 
of loose ends and the perfection of details. In 
plain language, the price control plan must in 
time be reinforced by more rigid terms as regards 
farm prices, wage rates, and the siphoning off of 
excess consumer purchasing power. The situa- 
tion recalls the old fable of the mice that con- 
ceived the idea that a bell around the cat’s neck 
would sound a warning of danger, but the ques- 
tion was. Who would tie the bell on the cat’s neck? 





that all seven points. in the President's anti-infla- Likewise, Congress is hesitant to sit too hard on 
tionary program are fully adopted, and that is a f ELA SOE NE OLE OOTY SOIR 
bit too much for which to hope. Sn ee 
of opposition. A similar condition exists as re- 
A little study shows that there are three dan- gards wage rates and taxation. However, one and 
ger points: (1) Freezing of wage rates is not all must eventually fall in line, and the prospects 
definite. Higher wage levels will hold steady strongly point to taxation as step number one. 
through voluntary agreement, but the low and Studies clearly show that the idea of establishing 
medium brackets will advance encouraged by Gov- a $25,000 ceiling on income would fail miserably 
ernment policies. (2) Because of the labor status in solving the basic problem. The only logical 
the farm bloc will unquestionably fight against step is to introduce a sales tax which would reach 






any push-back to 100 per cent of parity for ag- the lower as well as the upper brackets. In addi- 
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tion to the sales tax there can be no escape from 
a compulsory savings plan, as this war must be 
financed on a much broader scale. 


Element of Time 


When all is said and done, the element of time 
still holds the spotlight, and a great deal of ad- 
ditional “water will inevitably flow under the 
bridge” before the control plans reach a state of 
widespread efficiency and effectiveness. Remem- 
ber, the full repercussions from a complete war 
economy are yet to be realized. No better ex- 
ample can be submitted than the fact that the 
WPB recently announced that $162,000,000,000 
in war funds has been made available by Con- 
gress or the Reconstruction Finance Corporation 
since June 1940, and yet total expenditures 
to May 1, 1942, amounted to only $26,534,000,000. 
Further, the President states that the Govern- 
ment is spending at the rate of $100,000,000 a 
day, but before the end of the year expenditures 
will reach $200,000,000 daily. This huge sum of 
money is a constant menace, promoting inflation. 


Summary—Commodity Prices 


In summary, controls are for all practical pur- 
poses in their infancy. In the course of time the 
reins will be drawn tighter over price ceilings, 
rationing, priorities, taxation, wage rates, farm 
prices, and rents. However, no matter how se- 
vere the scope of control, economic laws and the 
force of cause and effect cannot be entirely side- 
tracked. For a period of weeks commodity prices 
will move more or less on a horizontal course, 
guided by the highs for the month of March, 
which is the base period, but by late summer the 
trek toward higher price ceilings will again be in 
evidence. 


Control will prevent any skyrocketing effect 
and restrain the vicious cycle which leads to quick 
or spiral inflation. Make no mistake, controls 
will not prevent commodity prices from reaching 
higher plateaus from a long-range standpoint. 
This in turn means that the cost of living is des- 
tined to reach higher ground. Meanwhile, the 
standard of living will drop sharply due to the ab- 
sence of luxury items, rationing, and the inevita- 
ble lowering of quality standards. In brief, the 
answer to the question, Will wild inflation mate- 
rialize? is definitely, no. However, the answer 
to the question, Will mild restrictions and con- 
trolled inflation materialize? is definitely, yes. 


All Commodity Price Trend 


The average price level will be higher at the 
end of the third quarter and still higher at the 
end of the year. We consider that our estimate 
of a 10 per cent increase for the year 1942 in all 
commodities is conservative. 


If the war con- 
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tinues throughout 1943 another 10 to 15 per cent 
increase will unquestionably materialize. For the 
duration of the war commodity prices in general 
will be controlled satisfactorily and the danger of 
real inflation is pretty much out of the window. 
Still lurking in the background, however, is the 
prospect of violent price fluctuations after the 
war is over when some of the bars will be let 
down. 


Drugs and Chemicals 


The principal problem in the economic position 
of drugs and chemicals is not the element of 
price, but rather the uncertainties surrounding 
supply. Every effort is being made to speed up 
production and there is no doubt that new all- 
time peaks will be reached. However, there is 
absolutely no prospect of any alleviation in rec- 
ord-breaking demand, and this simply means that 
a tight supply situation will exist for an indefi- 
nite period. In the case of alcohol, raw materials 
utilized in the manufacture of this commodity, as 
well as producing capacity, are inadequate. It 
is physically impossible to build new capacity in 
a hurry, due to the shortages in materials, labor, 
and machinery. As regards quicksilver, recent 
studies indicate that based on probable production 
in the United States, Canada, and Mexico, there 
will be an excess supply this year. This study is 
based on the indicated production of 80,000 flasks 
and domestic requirements ranging between 
50,000 and 60,000 flasks. 


Paper Products 


Restriction orders affecting the production of 
civilian goods and the repercussions following in 
the wake of an all-out war effort naturally have 
a definite effect upon the production of different 
types of paper. Demand has diminished in re- 
cent weeks, this being particularly true of book 
papers, reflecting the slump in advertising liter- 
ature. Demand for kraft, sulphite wrapping and 
container board has also slumped, but it is a fore- 
gone conclusion that aggregate consumption dur- 
ing the balance of the year will about tax produc- 
ing capacity. Do not be misled by reports indi- 
cating that the raw material situation is improv- 
ing rapidly and that supplies will be of increasing 
proportions by the end of the year. Our studies 
indicate that a relatively tight supply status will 
exist for many months to come. 


Cotton Goods 


Under the general maximum price regulation, 
greater stability in finished cotton goods is in 
prospect at least temporarily. However, purchas- 
ing agents should realize that under Order L-99 
much of the current capacity of the industry now 
producing cotton clothing and household fabrics 
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will be converted to the production of bag osna- 
burgs and bag sheetings of heavier constructions. 
This program will sharply reduce the amount of 
goods available for civilian consumption. The 
public generally does not realize that goods now 
on the shelves of stores are in many cases the last 
which will appear for the duration. Production 
of cotton products during the future will be large 
enough to supply only the most essential civilian 
requirements in addition to war production items. 


Fuels 


The railroads are doing an outstanding job in 
moving a tremendous volume of fuel at this time. 
Probably the heavy overland transportation of 
both solid fuel and oil can be continued through- 
out the summer, but there is no assurance that 
the seasonal peak in railroad operations next fall 
can be bridged without considerable delivery de- 
lays to fuel consumers. Coal production in recent 
weeks has been large enough to fill all demands, 
and because of the widespread publicity given the 
fuel situation, most consumers are storing coal 
in greater-than-normal quantities. Total coal 
consumption in 1942 will be substantially higher 
than at any time in recent years. A survey just 
released shows that the consumption of heavy fuel 
oil on the East Coast has been reduced 11,000,000 
barrels annually because of conversion to solid 
fuels. In fuel oil radical changes are now taking 
place. Deliveries of fuel oil to consumers are now 
under an allocation program and because gaso- 
line consumption is to be restricted through the 
new rationing setup, the industry will attempt 
to change production methods in order to pro- 
duce a greater supply of fuel oil. Supplies of both 
residual fuel oil and lighter grades on a national 
basis are of extremely small proportions in rela- 
tion to consumption. Every possible arrange- 
ment will be made to maintain deliveries to es- 
sential industries, but civilian consumers will be 
on a sharply reduced basis next fall. We realize 
that fuel oil is not a commodity which can be 
stocked under present conditions. The gasoline 
market is featured by card rationing in the cur- 
tailment area. Tank-car space does not appear 
large enough to meet all requirements. Even 
more strict regulations pertaining to civilian con- 
sumption are in prospect. 


Groceries 


The Wholesale Grocery Index jumped sharply 
in April, reaching 113.1, compared with 107.6 in 
January. Price ceilings will result in greater price 
stability, but it must be borne in mind that food 
items have more freedom as far as price fluctua- 
tions are concerned than is the case in industrial 
commodities. The underlying price trend is des- 
tined to continue upward on a limited scale. 


Dairy Products 


The statistical position of butter appears un- 
balanced as cold storage holdings stand radically 
above the normal complement, and production is 
now well established in a broad seasonal rise. 
Artificial conditions predominate in that the Gov- 
ernment has raised the minimum price and will 
purchase aggressively for emeregencies and lend- 
lease shipments. Higher prices are strongly in- 
dicated four to five months hence. Any seasonal 
price weakness in the cheese market is destined 
to prove of limited proportions. Whereas cold 
storage holdings are heavy and output is on the 
eve of a greater-than-seasonal increase, these 
phases are offset by Government support. Larger 
quantities will be sent to the Allies and record- 
breaking employment and purchasing power tend 
to encourage a high rate of per capita consump- 
tion. Egg production in April reached a new all- 
time high, which reflected a favorable price re- 
lationship of feed and eggs and the extraordinary 
wartime demands. Government support of the 
price structure as well as purchases for shipment 
abroad will prevent any further pronounced price 
decline. It is not at all difficult to conceive of 
higher prices four to five months hence, encour- 
aged by higher producing costs and a strengthen- 
ing supply-to-demand ratio. 


The best advice that we can give to purchasing 
agents today is simply this: Despite the avalanche 
of economic control under Government sponsor- 
ship, do not for one moment lose sight of basic 
fundamental principles. Common sense has paid 
dividends in the past and this will continue to be 
the case in the future. War controls are tem- 
porary and designed to meet a national emer- 
gency. They are not permanent, and will not be 
tolerated after the war is over. 





Dr. Bean Goes to Henry W. Putnam Memorial Hospital 


Dr. Francis J. Bean, who for the past thirteen 
years has been assistant superintendent of the 
University of Nebraska Hospital, Omaha, hes re- 
signed, effective July 1, to accept the superin- 
tendency of the Henry W. Putnam Memorial Hos- 
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pital, Bennington, Vermont. Doctor Bean was 
secretary of the Omaha Hospital Council and the 
Nebraska Hospital Assembly, and secretary-treas- 
urer of the Associated Hospital Service of 
Nebraska. 
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Organization and Function of the Hospital 
in Relation to the Community 


ROGER W. DeBUSK, M.D. 


HETHER our interest in hospitals is spe- 
WW css such as that of engineers, pur- 
chasing agents, or pharmacists, or the 
interest is general such as that of trustees or 
administrators matters little because the parts 
cannot be divorced from the whole and the whole 


cannot be segregated from the function of com- 
munity service. 


The members of the board of trustees of our 
hospitals serve one of the broadest functions in 
the hospital field. It is to them to whom the gov- 
ernmental agencies, the citizenry, and the indi- 
viduals look in the final analysis of whether or 
not the hospital is fulfilling its role. It is to them 
that the administrator looks for friendly council 
and for guidance through the storm of the de- 
termination of policy and the application of prin- 
ciple in its broad and vital usage of daily hos- 
pital life. 


It seems to me it is well for us that we estab- 
lish the tenets of community relationship, and 
clarify the community function of the hospital in 
order to better determine the plan of organiza- 
tions necessary to serve the community interests. 


Communal Worth of the Hospital 


First, the concept of hospital ownership seems 
important. Although you may argue my state- 
ment, it seems that regardless of the type of hos- 
pital, voluntary, tax supported, or private, the 
implied ownership is with the public since the 
public pays the bill through taxation, endowment, 
or for service rendered directly in the form of 
bills paid. Therefore, the public has a vital and 
absolute right for an accounting of communal 
worth. Hence, community relationship becomes 
a medium of payment by the hospital of what 
it owes the community and of the community in 
what it owes the hospital. 


Mutual Interests of the Hospital and the Public 


These mutual interests of the institution and 
the public are: 
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Care of the Sick—This has to do with the pro- 
fessional or service aspect of institutional man- 
agement. The public has a right to expect the 
best possible standard of care of the patient. 


Much has been said and written regarding the 


standards of hospital care. It must be your duty 
and should be your pleasure to see that your in- 
stitution maintains the highest standard of pa- 
tient care possible. Your supporting public is 
interested in the standard of the staff, employees, 
and organization. These standards may be meas- 
ured by the stamp of approval of the American 
Hospital Association, the American College of 
Surgeons, the American Medical Association, and 
others. And we should make every effort to se- 
cure these memberships and approved ratings. 
Maintenance of professional standards in patient 
care precludes medical politics, religious bias or 
political aspiration on the part of the personnel, 
administration or governing board. 


Educational Responsibilities and Relationship— 
The community has the right to expect every in- 
stitution to be a teaching institution. The educa- 
tion of nurses, interns and residents is important 
since they are to carry the torch in future years. 
Those of you who have no nurses’ training schools 
or house staffs, are not excused, since the wisest 
may still learn and much teaching remains for 
the graduate nurse and the staff physician. Train- 
ing of volunteer workers truly comes under the 
heading of education. It might be well to men- 
tion that the professional group are best able to 
judge the standard of procedure to be adhered to 
as judged by themselves and the lay community. 


An organized program of staff meetings, lec- 
tures, and demonstrations is necessary but does 
not entirely suffice. Remember that as much 
teaching is done and as many facts are learned 
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on rounds and in the coat rooms of hospitals as 
in lecture halls. 


As a part of our educational program we should 
maintain clinical libraries even though they nec- 
essarily be modest. A library is one of the great- 
est stimuli to investigative thinking. How often 
do we hear “Let’s look it up in the literature?” 


Research—The community expects its institu- 
tion to be abreast of the time, to know what is 
developing elsewhere and to do research within 
its own walls. Every hospital is excellently equip- 
ped to do research. One does not need large lab- 
oratories, technical staffs, and grants of funds 
to do research since every patient admitted pre- 
sents a problem thereby causing investigative en- 
deavor. The record rooms of hospitals contain a 
vast amount of clinical material and lend them- 
selves admirably to statistical research. I do not 
mean to imply that research laboratories per se 
are not to be desired. They are tools of the finest 
materials for certain fundamental types of re- 
search and if available will aid and abet fine com- 
munity relationship. A hospital which is seden- 
tary and not interested in progress is a decadent 
thing. A community, a trustee, or a hospital 
administrator who does not take inventory of 
progress or research is living in the dark. 


Financial Responsibility—Hospitals having en- 
dowments are acting as administrators for the 
estates of philanthropic individuals who being 
interested in public welfare, have entrusted their 
funds to the institution who in turn is duty bound 
to see that these funds are not misappropriated. 


Governmental agencies are dispensing funds de- 
rived from taxation and they likewise must see 
that the public’s hard earned dollar goes as far 
as possible. Hence the public is entitled to finan- 
cial accountability. Institutions have on occasion 
let pride influence the responsibility of rendering 
the annual report and statement. The informa- 
tion regarding the state of finance, the control 
and type of investment, the inventory changes 
and depreciation figures have not the appeal value 
of the comparative free work statement of the 
number of baskets made in occupational therapy, 
nevertheless, the public has a right to know the 
financial position of the hospital. 


Since we are discussing finances it is well to 
note that the vendors of hospital supplies should 
not be expected to assume the hospital deficit. 
Prompt payment of accounts payable is a part of 
community relationships just as prompt payment 
of accounts receivable. 


Participation in the Broad Program of Public 
Health—A hospital is only a part of the care of 
the past, present, and future sick. Correlation 
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with such agencies as voluntary and public relief, 
visiting nurses, out-patient care, school health, 
prevention of disease and public health programs 
is a vital part of community health. In this day 
hospitals are and should lend their facilities for 
the war effort by cooperating with draft boards, 
lending facilities for Red Cross workers, training 
of volunteer workers and provision of facilities 
for the care of possible catastrophies. 


Public health is a relatively new branch of 
medicine. And one has but to compare the health 
statistics of the United States with those of India 
or China to see its value. Relationships with pub- 
lic health include the reporting of vital statistics 
as required by law. The hospital facilities should 
be made available to aid public health authorities 
in epidemiology, sanitation, and venereal disease 
control. The hospital can be most useful in health 
education including cancer, diabetes, insanity, 
first aid and venereal disease. Maternal welfare 
and pre-natal and post-natal procedure and educa- 
tion form a large part of public health responsi- 
bility as reflected in the hospital’s duty to the com- 
munity. What mother with her first born has not 
been thankful for the suggestions given her by 
the nurse on how to bathe and care for the baby? 


Maintenance of Adequate Emergency Facilities 


The community expects the hospital to be po- 
tentially able to care for any situation that may 
arise in the family, on the street, or in industry 
which has to do with sickness, accident, health, or 
the procuring of general information regarding 
illness and physicians. For this reason the main- 
tenance of adequate emergency facilities with or 
without ambulance service is necessary. It has 
been often stated that emergency service facilities 
were only a liability, they take hospital time to at- 
tend hearings, testify in suits, and have little if 
any financial return and are never self-support- 
ing. From a hospital auditors’ standpoint, Yes; 
from a community standpoint, No. For want of 
a horse the kingdom was lost and for want of an 
emergency room a life may be lost. 


Public Relations Program 


I have endeavored to point out the channels of 
community service by the hospital to the sus- 
taining public in return for which the community 
must balance the account by providing loyalty, 
funds through gifts, endowments, and payment 
of accounts. The pen is said to be mightier than 
the sword but I am sure that the bridge table is 
mightier than the pen. A hospital deserving of 
its place in the community sun will have a pre- 
dominance of friends with functional vocal chords. 
The reverse is also true. 


The organization of the hospital in relation to 
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community function is merely a method by which 
the foregoing may be realized and I believe that 
there is an intangible something to this organ- 
ization which does not show on the line drawing 
known as organization chart. This is, perhaps, 
the personality of the institution as achieved by 
the individuals concerned. 


The board of trustees find themselves occupy- 
ing a place at the top of the pinnacle of the or- 
ganization. This is meant literally and figura- 
tively and this qualification as well as tenure of 
office should be guarded closely. They should and 
must be willing to promote good will as well as 
financial aid and must have broad vision so that 
they may see that community service is not al- 
ways measured by dollars and cents or by cures 
and deaths in the institution. The trustees must 
have a sense of cooperation not only with the ad- 
ministrator who is after all a liaison officer be- 
tween the board and the physical hospital, but 
with the staff and its problems. The board must 
be interested in legislation affecting hospitals and 
in national as well as local trends in the care of the 
sick. 


I will not bore you with minutia concerning the 
organization of the hospital personnel but it is 
worth mentioning that the key public contacts 
aside from the board of directors need be selected 
with caution and properly instructed not only in 
their duties but in the manner of performance 
of them. The tone inflection often times is the 
balance between a friend and a foe. I have refer- 
ence to the admitting office, the switchboard, the 
social service departments, and the credit man- 
ager’s office, as well as the superintendent’s office. 
A hospital “hostess” is a desirable person but 
most of us cannot have such a person. However, 





there is no reason why all employees should not 
consider themselves as hostesses in spirit. 


Finally, it has been definitely shown that a 
well planned public relations program supervised 
by the trustees is an asset. By this I do not mean 
advertising in a subtle form. There is a fine dis- 
tinction between an ethical effort toward letting 
the sustaining public know what the hospital is 
striving to do and what it is doing as compared 
with some types of promotional publicity. 


In Conclusion 


In conclusion, it is well to be always mindful 
that hospital community relationships are not all 
one way. The community expects the best service 
and leadership from the institution while the in- 
stitution expects loyalty and cooperation from the 
public. This can be accomplished through planned 
organization and thoughtful consideration of the 
function of the hospital. 


Dr. S. S. Goldwater has so aptly stated, “In 
the war against disease there are no pacifists, 
none who holds himself aloof and is unwilling to 
share at least in the work behind the lines. All 
are eager for news from the front, but the bul- 
letins do not reach everybody at the same time. 
The hospital trustee occupies a paint of vantage 
from which he can hear the noise from the firing 
lines and can even see the front line trenches. It 
is his privilege to provide the sinews of war, to 
be consulted from time to time about the plan 
of battle and to hear the details of each successful 
offensive before the news becomes common prop- 
erty. It is his privilege, also to converse day by 
day with officers and privates and to give moral 
and material support to those who are bearing the 
brunt of the fight.” 





Clinton F. Smith Appointed Administrator 
of St. Louis City Hospital 


Clinton F. Smith resigned as superintendent of 
the Grant Hospital, Chicago, at the termination of 
five years of service, to accept the superintendency 
of the St. Louis City Hospital, St. Louis, Missouri, 
effective May 1. 


The St. Louis City Hospital is one of the largest 
municipal hospitals in the country. 


Mr. Smith has been in the hospital administra- 
tive field for many years. He was superintendent 
of the Allen Memorial Hospital, Waterloo, Iowa, 
and left that position to accept the assistant super- 
intendency of the University Hospitals, Iowa City, 
Iowa under Robert E. Neff. 
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Dr. Frederick P. Won Keller 


Dr. Frederick P. Von Keller, president and su- 
perintendent of the Von Keller Hospital, Ardmore, 
Oklahoma, and a life member of the American 
Hospital Association, died recently. 





Roxanna Grap 


Roxanna Gray, superintendent of the Homestead 
Hospital, Homestead, Pennsylvania, died on May 
5, after an illness of six weeks. Miss Gray was 
appointed superintendent of the Homestead Hos- 
pital last July. During the last sixteen years she 
had been superintendent of the following Penn- 
sylvania hospitals—Waynesburg Hospital for five 
years; Latrobe Hospital for one year; and Can- 
nonsburg Hospital for ten years. 
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Savings Result from Good Surgical Technique 


HOWARD E. BISHOP 


ter showed that wound healing could be 

hastened by the use of antiseptics to de- 
stroy bacteria. His technique, which consisted 
of spraying carbolic solution profusely about the 
operating room, even drenching both surgeon and 
patient, has long since been discontinued, but his 
discovery that suppuration was dangerous has led 
to improved antisepsis, and to our modern sur- 
gical technique of asepsis. In consequence, in- 
fection, which was rampant before the days of 
Lister, has become less and less a factor, not only 
in the mortality in our modern hospital, but also 
in the length of stay of most of our patients. Our 
surgeons have, therefore, been enabled to under- 
take major operations without the old fear of 
morbidity and mortality. 


A T THE end of the nineteenth century, Lis- 


It has been, comparatively, a short time since 
the present methods of surgical technique to pre- 
vent infection were adopted; in fact, much of 
this technique has been a development of experi- 
ence even after we learned the necessity for anti- 
septic procedures. A knowledge of present-day 
surgical technique is sufficient to warrant the best 
of results with a minimum of infections provided 
the surgeons and the operating room team are 
consistently on the alert for possible or actual 
breaks in technique. 


The public knows too little of the splendid work 
which our hospitals and the medical profession, 
working together, have done in lessening the dan- 
ger of infection. The average stay of our pa- 
tients has been shortened more because of fewer 
postoperative infections than from any other one 
contributing factor. Some other reasons for the 
appreciably shorter stay may be credited to im- 
proved surgical techniques such as the use of 
finer sutures, nonabsorbable sutures and other 
proven advances. 


Prevention of Infection 


In these days of economy, which should be ex- 
ercised by all of us in every possible way, the 
prevention of infection in our operating rooms, as 
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well as a reduction in the number of postopera- 
tive infections to an absolute minimum, is of 
paramount importance. Absence of infection re- 
lieves the patient of inconvenience and pain and 
results in savings that can be readily determined 
in dollars and cents. For the patient who is able 
to pay his way it means a reduction of several 
days’ cost for hospitalization, and to the hospital 
caring for a charity patient, the reduced length of 
stay is a very worth while saving. 


The average stay per patient in our hospitals 
in the United States has been appreciably re- 
duced over a period of years, but owing to the 
fact that this average includes all types of cases, a 
fair comparison is difficult to obtain. Were it pos- 
sible to secure a comparison of the average stay 
of all appendix cases, for instance, a startling re- 
duction in the period of hospitalization would be 
indicted over the past few years. The shorter 
stay means that the hospital cost to each patient 
is little or no greater than it was perhaps 10 years 
ago, even though the cost per day is more. The 
greater cost per day is fully explained and justi- 
fied by the definitely higher level of our present 
day requirements for proper and satisfactory sci- 
entific examination, diagnosis, and treatment. 


In referring to postoperative infections, Dr. 
Harold L. Foss says: 


“Most postoperative wound complications 
result from actual ‘breaks’ in surgical tech- 
nique, the types and varieties of which are 
legion. Some of the more common are in- 
sufficient sterilization of instruments, gloves 
and gowns; insufficient preparation of the 
hands of surgeons and nurses; carelessness 
on the part of surgeons or nurses in the 
handling, prior to coming to the operating 











room, of infected material—all too frequently 
infection is transmitted as the result of un- 
intentional carelessness in matters of per- 
sonal hygiene. Sporadic occurrences of 
wound complications resulting from infec- 
tion with the haemolytic streptococcus are 
frequently traceable to certain members of 
the operating room personnel who are car- 
riers and who constantly harbor the organ- 
isms in their upper air passages. A careful 
masking of the mouth and nose of each per- 
son in the operating room will eliminate this 
source of infection.” | 


Infections can definitely be lessened by strict 
attention to all of the details associated with the 
preparation of the patient, the preparation of the 
surgeon and his assistants and careful mainte- 
nance of sterile operating room equipment and 
supplies. A further important consideration is 
the postoperative care of the wound and the role 
it plays in preventing prolonged hospital stay. All 
these factors are in addition to recent develop- 
ments, including drainage, pressure dressings, and 
chemotherapy. There are many sources of post- 
operative infection, but prevention from the 
sources mentioned and from other sources is a 
most important matter and we administrators 
should bend every effort to assist to the end that 
such infections will be reduced to an absolute 
minimum. 


It Is Well to Check the Procedures in Use in 
Our Hospitals 


It is not within the province of this discussion 
to suggest any special surgical procedures, as 
these should be determined by the staff of each 
hospital. It is well, however, for us to check the 
procedures in use in our own hospitals and in 
order to emphasize some of them, the following 
are mentioned: 


1 The skin of the patient: Proper preparation 
of the site of operation is a most important fac- 
tor if infection is to be avoided. The technique 
varies considerably with the point of view of the 
operating surgeon. Orthopedic men as a rule 
have an elaborate procedure starting 48 hours be- 
fore operation, whereas the more common pro- 
cedure is to prepare the patient immediately be- 
fore operation. The danger of infection from 
the skin is mainly due to the fact that it has been 
found practically impossible, because of the con- 
tamination of the hair follicles, to follow out any 
technique which will guarantee a sterile field. 


2 The skin of the hands and forearms of the 
surgeon and of his surgical assistants: Surgeons 
differ as to the method and time of scrubbing the 


74 





hands and forearms, but if one of several ap- 
proved plans is adopted, this danger may be re- 
moved as a cause of infection. Meticulous care of 
gloves will result in fewer infections. Any sus- 
picion of an injury to a glove is reason to change 


immediately. Minute punctures sometimes es- 
cape detection even by the inspection of a most 
careful operating room supervisor. 


3 The mouth and throat of the operating room 
personnel: Another question among surgeons is 
that of the mask which is universally used today. 
Doctor Hertzler goes so far as to question some- 
what the use of masks, as many masks used are 
little or no protection. Almost all surgeons, of 
course, insist on the use of an adequate mask, to 
assist in the prevention of air-borne infections. 


The variation in masks is great and perhaps 
some that we are using are not adequate. Dr. J. 
Staige Davis says: “In the majority of hospitals, 
the masks are much too small and are therefore 
uncomfortable; they are too thin to be effective, 
and in addition are often worn improperly.” All 
persons in the operating room, including all vis- 
itors as well as personnel, should wear sterile 
caps, gowns and have their mouths and noses 
properly covered with masks. Safe practice will 
exclude from the operating room not only visitors, 
but personnel suffering from acute colds. 


Air-borne infections may originate from sources 
other than the nose or throat of the operating 
room personnel. Air movement in the operating 
room is a potential source of danger and should 
be controlled. Fans are not permissible and it is 
important with air conditioning that air move- 
ment be kept within proper limits to prevent 
floating bacteria from reaching the site of op- 
eration. Sterilization of the air by the use of 
ultraviolet radiation may be the answer to air- 
borne infections, but this is too uncertain a sub- 
ject to discuss here. Many surgeons are not con- 
vinced at the present time that the installation 
of the equipment is warranted by results which 
have been reported thus far. 


4 Break in aseptic technique: These breaks are 
likely to happen in any hospital, even though each 
member of the operating team is endowed with 
a surgical conscience and in spite of the fact that 
proper surgical procedures have been drilled into 
the operating room workers—the changing serv- 
ices of both interns and nurses leaves a possi- 
bility for a break that must be constantly guarded 
against. 


Known infected or contaminated cases should 
be cultured to determine the causative organism 
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so that proper treatment may be promptly in- 
stituted. The use of the sulfonamides in the 
abdomen in selected cases at the time of opera- 
tion as well as subsequently, has definitely re- 
duced infection and cut down the period in hos- 
pitalization. 


5 Faulty autoclave or other sterilization proc- 
cesses: Modern improved autoclave sterilizers 
have greatly decreased the dangers from faulty 
sterilization. However, even new sterilizers are 
not entirely fool proof and the sterilizing process 
must, of course, have constant supervision by a 
competent person who has had proper training 
and who can be absolutely trusted. Adequate au- 
toclave sterilization is a vital necessity. 


6 Suture material, particularly catgut: Consid- 
eration of suture material as it affects infection 
has been the subject of much discussion by our 
foremost surgeons. The use of catgut, silk, linen, 
cotton and other material each has its advocates, 
but it appears to be rather generally accepted that 
finer sutures, no matter what material is used, 
will reduce the chance of infection and cut down 
the length of hospitalization. In our own rec- 
ords the use of fine nonabsorbable sutures (cot- 
ton) has greatly reduced the patient stay from 
as much as 15 to 9 days. Incisions heal by first 
intention and drainage in breast cases and thy- 
roid cases is no longer necessary. 


7 Trauma to tissues, poor hemostasis and su- 
tures under tension: Surgeons generally feel that 
it is very important that traumatizing of tissues 
must be kept at a minimum if infection is to be 
prevented. Adequate hemostasis is deemed most 
important. Sutures tied too tightly are likely to 
interfere with the circulation and encourage pres- 
sure necrosis. The larger use of nonabsorbable 
sutures has definitely reduced infections because 
of the ability to close the wound without drainage. 


Preventing Infection Following Operation 


Care of the patient following operation is like- 
wise important in preventing infection and the 
following suggestions, while not intended to be 
exhaustive or to preclude even better procedures, 
are considered desirable techniques: 


Dressings should be.done after the day’s sur- 
gery to prevent carrying infection from the wards 
to clean operative cases. 


Gloves should be worn on the wards in dressing 
all contaminated cases to prevent cross contami- 
nation. A satisfactory technique can be carried 
out without the use of gloves in clean cases. 


Hands should be thoroughly scrubbed after 
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touching any contaminated or infected case, as it 
has been definitely shown that thorough scrub- 
bing will remove bacteria. 


Dressings should not be disturbed before the 
accepted time for the removal of skin sutures un- 
less there are definite indications for so doing. 


A carefully worked out plan of special rounds 
by the staff men in charge and their assistants to 
inspect all wounds bi-weekly or more often, will 
help to discover infections or serum pockets early. 
If any are found treatment can be instituted at 
once and an immediate investigation for the cause 
can be started. 


The object of this discussion is to emphasize 
the need of a method of checking the number of 
postoperative infections, if you do not have such 
a system. This record will keep us alert to the 
situation in our own hospital so that those breaks 
in technique or sterilization that may be the cause 
for a larger number of infected cases the past 
few months as compared with the previous 
months, can be eliminated. The American Col- 
lege of Surgeons has published recommendations 
about the recording of infections as follows: 


“Infections: A’ definite plan should be 
adopted for recording and investigating all 
infections and wounds that are not healing by 
primary intention. Every infection of a clean 
wound should be recorded, investigated, and 
traced to its source. While postoperative and 
post-partum infections may result from a 
number of causes or sources, nevertheless, 
all sterilizing processes must be carefully 
checked. The following procedure for inves- 
tigating wound infections is recommended: 


“1 A note on the healing of all wounds is 
written on the ‘wound report’ which becomes 
a part of the medical record. 


“2 A report of infection is made in trip- 
licate and is sent to the three persons pri- 
marily interested—the director of the hospi- 
tal, the supervisor of the operating room, arid 
the surgeon. The report should be made by 
the nurse supervisor of the ward and should 
include name, number, ward, operation (na- 
ture and date), surgeon, assistant, instru- 
ment nurse, sponge nurse, date of first dress- 
ing, dressing doctor, dressing nurse, date in- 
fection first appeared, location and character 
of infection. 


“3 On receipt of the report the superin- 
tendent, the operating room supervisor, and 
the attending surgeon are all responsible for 














making a thorough investigation of the in- 
fection and for bringing the information in 
detail to the medical staff at the time of the 
regular medical staff conference. 


“4 The committee of the medical staff con- 
cerned with ths study of deaths, complica- 
tions, infections, and other debit items listed 
on the monthly analysis report should review 
the cases to determine the sources of infec- 
tion and whether or not they are institutional. 
In this manner it is possible to clear up infec- 
tions and prevent their occurrence in the fu- 
ture.” 


Many hospital procedures vary with each hos- 
pital and it may be necessary to change the 
method as suggested and adopt one suiting our 
own conditions. The important thing is to have 
a systematic plan of checking and recording the 
number of our infections or suspected infections. 
This will serve to keep us on our toes in order 
to prevent infection, and to investigate breaks in 
technique when the figures indicate their occur- 
rence. 


The responsibility of keeping an accurate rec- 
ord of infections at the Robert Packer Hospital 
devolves upon the Chief Surgical Fellow (Resi- 
dent) who carefully follows each case and keeps 
a record of the result. An outline of the classi- 
fication which we use has been prepared for me 
by Dr. Edison A. French, our Senior Fellow in 
Surgery. 


Classification of Wound Infection 


Each wound is classified postoperatively as 
clean, contaminated or infected. By definition, a 
clean wound is taken to be one under surgical 
asepsis and not involving the opening of the gas- 
tro-intestinal tract, the biliary tract, genito-uri- 
nary tract or infected ducts. In addition the 
wounds for the removal of the gallbladder for 
chronic cholecystitis in which the common duct 
is not opened, and by appendectomy in the ab- 
sence of acute infection. are classified as clean 
wounds. 


Exceptions, which are classified as contami- 
nated, are wounds requiring skin grafting for 
closure, wounds in which the skin is not closed, 
wounds made through a previousliy infected area 
and wounds which are grossly contaminated dur- 
ing the operation by a break in technique. Con- 
taminated wounds are further defined as those 
not classified as clean in which the operative area 
has gross infection. such as an abscess. 


Infected wounds are those made in an area 
showing a gross evidence of bacterial invasion. 
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During the postoperative hospital stay the 
wound is indicated to heal by first intention or 
they are complicated. Complications are listed as 
hematoma, wound necrosis, disruption, stitch ab- 
scess, trivial infection and serious infection. These 
terms are defined as follows: Hematoma is a 
sterile collection of whole blood, serum or plasma 
in or about the operative wound. Wound necrosis 
is necrosis of skin or subcutaneous tissue as the 
result of infection. Disruption is a spontaneous 
separation of any or all of the layers of the 
wound. A stitch abscess is any inflammatory or 
suppurative process about a skin suture or clip 
from which an organism can be cultured. Trivial 
infection is one in which it does not necessitate an 
increase in expected length of hospitalization and 
which does not necessarily interfere with wound 
healing. Serious infection is one which inter- 
feres with wound healing or prolongs the period 
of hospitalization. 


An attempt is made here to perform bacterial 
studies in every instance in which an infectious 
process is suspected. Frequent cultures from peri- 
toneal fluid are taken in contaminated or Class B 
cases. Repeating again, Class A cases are those 
that do not have any evidence of infection of the 
part to be operated upon preoperatively, or in 
which none of the cavities such as the gastro-in- 
testinal, biliary tract or genito-urinary tract, are 
opened. All other cases are considered as Class 
B or potential infected cases. 


Following the classification of infections just 
described, we have compiled data covering a pe- 
riod of the past five years. It should be noted, 
however, that these figures do not include cases 
operated upon in our dental or in our eye, ear, 
nose and throat departments. The data referred 
to appears at the end of a movie reel which has 
been prepared to illustrate some of the procedures 
where infections may arise. 


In conclusion I would like to quote what Dr. 
Frank Meleney says in reference to postoperative 
infections: 


“The modern surgeon takes it for granted 
that the hospital in which he works has taken 
all of the necessary precautions to minimize 
or prevent postoperative infections, and, if 
they develop, he is more than likely to put 
the responsibility on the hospital and absolve 
himself from all blame.” 


That is a challenge to hospital administrators, 
who are not doing so, to work out a method of 
keeping a record of postoperative infections as a 
basis for decreasing them to that irreducible min- 
imum to which we all aspire. 
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Wartime Work of Women's Auxiliaries and 


Volunteers in Britain's Hospitals 


JOHN CRANE 


the British Government estimated that there 

would be 50,000 casualties daily, both mili- 
tary and civilians, as a result of enemy action. 
To care for this unprecedented number of war 
injuries the E. M. S. (Emergency Medical Serv- 
ice) was instituted. This organization was to be 
responsible for the treatment of these patients 
and also for the care of the civilian sick who 
needed hospital treatment. Thus instead of a 
number of different medical groups being scat- 
tered throughout the country and probably over- 
lapping, one centralized control under the direc- 
tion of the Ministry of Health was formed. 


B ten the outbreak of the present conflict 


England, Scotland, and Wales were divided 
into twelve regions and a Civil Commissioner was 
appointed to each one of these regions. A Cen- 
tral War Emergency Committee was formed and 
local branches were established in each district 
with the object of enrolling and training volun- 
tary personnel as nursing auxiliaries to work in 
the E. M. S. hospitals. Members of the British 
Red Cross Society and St. John’s Ambulance Bri- 
gade were also requested to serve in these hos- 
pitals. A system was then set up for the train- 
ing of these auxiliaries. Volunteers between the 
ages of eighteen and fifty-five were enrolled and 
they received a training course free of charge; 
text books were also provided free. The course 
was given in two parts: 1) first aid, 2) practical 
nursing. Lectures and demonstrations on first 
aid were given by the local chapters of the Red 
Cross and in the nearby hospitals. The course 
in bedside nursing then followed. This consisted 
of a minimum of fifty hours in the hospital. Dur- 
ing this period the auxiliaries are taught to carry 
patients’ trays, make beds, give bed baths, give 
bed pans and perform other incidental duties such 
as reading to patients, etc. An overall and cap 
is issued to the volunteer free of charge and may 
be retained if the course if satisfactorily com- 
pleted. 
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Board and lodgings are provided by the hos- 
pital and in addition they receive ten shillings 
($2.00) per week while taking the course. 


When the course has been satisfactorily com- 
pleted the nursing auxiliary may be employed in 
any hospital she chooses provided, of course, she 
is acceptable to the superintendent of nurses and 
that a vacancy exists in that particular hospital. 


Grades of Enrollment 


There are several grades in which the nursing 
auxiliaries can enroll: 


1 Mobile—Full Time Service— 


The nursing auxiliaries in this grade agree 
to serve at any E. M. S. hospital to which 
they are assigned. 


| 


2 Immobile—Full Time Service— 

The nursing auxiliaries in this grade work 
in hospitals nearer their homes and they 
cannot be assigned to other hospitals with- 
out their consent. 


3 Specified Districts—Full Time Service— 


The nursing auxiliaries in this grade serve 
full time in specified districts. 


4 Immobile—Part Time Service— 
The nursing auxiliaries in this grade choose 
the hospital nearest their home and do 
part time duty. 


A nursing auxiliary engaged in full time serv- 
ice, living out, receives a salary of two pounds 
($8.00) per week. If she lives in the hospital 
one pound is deducted for her room and board, 
and she then receives one pound or about $4.00 
per week. While this may seem to be a very 
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smail salary it might be well to keep in mind the 
fact that registered nurses in England receive less 
than $500.00 per annum. 


Allocation of Nursing Auxiliaries 


The number of nursing auxiliaries required in 
each hospital will, of course, vary depending on 
the physical structure of the hospital, size of the 
hospital and type of work performed; for in- 
stance, a hospital handling only convalescent cases 
will not require nearly as many nursing auxil- 
iaries as, let us say a casualty or base hospital, 
for the latter type of hospital seven trained nurses 
and twenty-eight auxiliaries should suffice for 
each 100 patients. 


Sick Leave 


Auxiliaries are entitled to sick leave on full 
pay for three weeks after twelve months of con- 
tinuous service, three extra weeks on half pay. 
If she is admitted to the hospital, no charge is 
made and free medical care is provided. Twenty- 
one days vacation with pay is allowed each year. 
Should the auxiliary be injured while on duty 
through enemy action she will be eligible for bene- 
fits under the Ministry of Pension scheme. 


British Red Cross Nursing Auxiliaries 


The Red Cross Auxiliaries are known as V. A. 
D.’s. (Voluntary Aide Detachments). These vol- 
unteers are given a special six month course con- 
sisting chiefly of first aid and practical nursing. 
Their indoor uniform consists of a gray dress 
and white bib with large red cross in the center 
of the bib—also cap. After their training is com- 
pleted they receive a salary of $200.00 per annum 
plus room and board. In addition to perform- 
ing nursing duties these girls very frequently are 
helpful in other departments of the hospital; for 
instance, in the Churchill Hospital, which was 
the last hospital in which I served in England, two 
of them did the electrocardiograms, one worked in 
the x-ray department, one in the purchasing de- 
partment and another acted as third cook in the 
kitchen. Inasmuch as it is very difficult to ob- 
tain trained female help in England, due to the 
fact that the majority of women are either serv- 
ing with the forces or are engaged in vital war 
industries, these auxiliaries were of the greatest 
assistance to us in helping to run the hospital 
efficiently. 








I would like at this time to mention that one 
fact that impressed me greatly about the aux- 
iliaries from the highest to the lowest—they are 
all in this war. In our hospital we had an Earl’s 
daughter and a Lord’s daughter working side by 
side with the gardener’s daughter in complete 
congeniality, each one doing her utmost to help 
take care of the patients and make them as com- 
fortable as possible. 


The auxiliaries worked in very nicely with the 
nursing staff and with the general hospital staff, 
and it is my personal opinion that without their 
assistance many of the hospitals in Britain today 
would be greatly inconvenienced and handicapped. 


In conclusion I would like to say a few words 
about auxiliaries in the United States. We have 
such a vast field to draw from—a much larger 
reservoir of woman power than Britain, count- 
less thousands of them eager and anxious to do 
their bit for this great country of ours that it 
seems to me that we can do much more than 
Britain can to help our great hospitals carry on 
with the fine work they are doing even under ad- 


‘verse conditions due to probable difficulties in ob- 


taining supplies such as hot water bottles, ice 
bags, certain surgical instruments, etc. 


One of the biggest problems in the future will 
be in finding sufficient staff for our hospitals, not 
only in the nursing field but in all other depart- 
ments of the hospital, and it is my suggestion 
that after the auxiliary is trained in what is our 
present greatest need, practical nursing, she then 
be given a course of her own choosing in one or 
more of the other hospital departments. She 
may have a preference for filing, stenography, 
telephone switchboard, receptionist, admitting of- 
fice, laboratory or x-ray technician, elevator op- 
erators, ambulance drivers or perhaps working in 
the dietary department. 


She could receive a refresher course in nursing 
at frequent intervals and be able to carry on with 
her other duties at the same time. Fortunately, 
we have not as yet felt in our hospitals the hor- 
rors of war, but who can say with any degree of 
certainty that six months or a year from now 
things will not have changed; therefore, I feel 
that no time should be wasted in training this 
grand army of woman’s auxiliaries that we have 
at our disposal, and the time to do it is not next 
month—or three months hence—but TODAY. 


Tenth Annual Chicago Institute for Hospital Administrators 


International House, University of Chicago 


September 14-26 
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Mothers’ Milk Bank in a Large Municipal Hospital 


J. CLARENCE CHAMBERS, JR., M.D. 


New York City, was placed in operation on 

July 7, 1939. Up to the time of the writing of 
this article it has given thirty-two months of con- 
tinuous service with highly satisfactory results. 
A similar milk bank had already been in success- 
ful operation at Queens General Hospital, Jamaica, 
New York, since April 1937. That bank followed 
the method of preserving mothers’ milk as de- 
scribed by Scheuer and Duncan (American Jour- 
nal of Diseases of Children, February 1936). It 
was along those same lines that the Harlem Hos- 
pital Milk Bank was organized. In view of this 
valuable precedent, our institution can claim no 
originality either in the idea or the procedure. 
However, we feel that a review of our successful 
experience in operating a milk bank on a large 
and active maternity service is both timely and 
important. 


Tre Mothers’ Milk Bank at Harlem Hospital, 


Our maternity service comprises 104 ward beds 
for mothers and 97 bassinettes. Admissions are 
confined by city charter to the medically indigent. 
Deliveries average 200 per month. 


Our milk bank is housed in the same formula 
room that prepares artificial feedings for all our 
new-born nurseries. This has been possible with- 
out any interference with the ordinary functions 
of the formula room. Also, the milk bank and 
the formula room are operated by one and the 
same staff consisting of three graduate nurses 
and a maid for bottle washing and general clean- 
ing. In addition, student nurses from our train- 
ing school are periodically assigned to the formula 
room and assist both in the preparation of arti- 
ficial feedings and in the preparation of breast 
milk for storage. 


Rules Observed in Collecting Milk 


The following rules are observed in collecting 
milk: 


1 Only in-patients on the maternity wards are 
to be used as donors. 


2 Only mothers with live babies are to be used 
as donors. 
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3 Only mothers having an abundance of milk 
are to be used as donors. 


4 No mother is to be coerced into having her 
breast pumped against her will. 


5 No milk is to be taken from any mother 
whose baby weighed less than four pounds 
at birth. 


6 No milk is to be collected from mothers 
whose babies are definitely failing to gain 
weight. 


7 No milk is to be collected from a mother 
with a positive or doubtful Wasserman 
report. 


8 No milk is to be collected from a mother 
with a lesion on her breast. 


9 No milk is to be collected from a mother 
with an elevated temperature. 


10 Milk is not to be collected prior to four days 
postpartum. 


11 Milk is to be collected only after feedings. 


12 No milk is to be taken for our bank from 
a mother after her discharge from the 
hospital. - 


No restriction as to the mother’s age is made 
in the selection of donors. 


Equipment Necessary 


The equipment necessary for collecting the milk 
consists of an electric breast pump with two or 
more detachable glass collecting funnels and a 
small stand on wheels containing receptacles of 
tincture of green soap, boric acid solution and 
cotton balls. Milk is collected twice daily (at 
11:00 a. m. and between 2:30 and 3:00 p. m.) 
according to the following technique: 


The breasts are carefully washed with green 
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soap and rinsed with boric acid solution. Each 
breast is then pumped for ten minutes. A vacuum 
of 6-7 inches* as registered by the dial on the 
pump has been found to be the optimum. The 
average yield of milk is 2-3 oz. per mother. The 
glass collecting funnels are sterilized between 
pumpings so that a freshly sterilized funnel may 
be used on each donor. 


All the milk thus collected is pooled so that 
any individual variations in composition will com- 
pensate each other. The milk is then ready to be 
pasteurized and stored. 


The equipment necessary for preparing the 
milk for storage consists of a large graduated 
glass beaker, a large metal spoon or glass stirring 
rod, glass funnels, 8 oz. nursing bottles, metal 
tags, rubber bands, corks, waxed paper, gauze 
pads (6-8 thickness), bottle rack and double 
boiler. These items must all be clean and sterile 
before proceeding with the pasteurization. 


Rules of Procedure in Pasteurizing the Milk 


The formula room nurse then dons sterile cap 
and mask and scrubs for five minutes. Following 
this, she puts on a sterile gown and gloves and 
drapes the table with a sterile sheet. She then 
proceeds to pasteurize the milk as follows: 


1 The pooled breast milk is transferred to a 
large glass beaker and thoroughly stirred 
and its volume is noted. 


2 A sufficient number of 8 oz. nursing bottles 
are selected and into each is placed 1 oz. of 
sterile water and 7 oz. of the pooled milk, 
filtered through gauze. 


3 A sterile cork is placed in each bottle, care 
being taken not to push it in too tightly. 


4 ‘Six to eight layers of sterile gauze are 
placed over each cork. 


5 Two layers of waxed paper are placed over 
each gauze covered cork and secured about 
the bottle neck with a large rubber band. 

6 The date is written in pencil on the metal 
tags which have been securely attached to 
the bottles. 

7 The bottles are placed in the bottle rack 
which in turn is placed in the double boiler. 

8 Cold water is added to the double boiler up 
to the level of the milk in the bottles. 

9 The water is then heated to 175-180° F. and 
maintained at this temperature for 30 min- 
utes. (The heating element must be care- 
fully adjusted to avoid overheating and 
caramelizing the milk.) 


10 The bottles are then removed from the 





*This represents inches of mercury. 
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double boiler, cooled to room temperature 
and placed in the refrigerator at 38-50° F. 
for 24 hours. 


11 At the end of 24 hours the process is re- 
peated. 


12 At the end of the second 24 hour period the 
process is again repeated. 


13 After the third heating, the bottles are al- 
lowed to cool and then the corks are 
tightened. , 


14 The gauze and wax paper covers are next 
removed, care being taken not to touch the 
corks. 


15 Each bottle top is then sealed with paraffin 
so as to make it absolutely air-tight. 


16 “Triple Pasteurized” and the date are writ- 
ten in pencil on each metal tag. 


17 The bottles are then stored in the refrig- 
erator at 38-50° F. until used. 


The Bacterial Count 


Bacterial counts are made periodically by the 
bacteriologist and all milk having a count of over 
100 bacteria per cc. is discarded. For the first 
year that the bank was in operation these counts 
were made every three months. But the results 
were so consistently good that this was cut down 
to once every six months. So far, only two speci- 
mens have had to be discarded since the bank was 
first started. So for all practical purposes it may 
be said that the triple pasteurized milk can be 
kept indefinitely. 


Building Up the Milk Bank 


Our average daily consumption of mothers’ 
milk is 24 oz. The average daily intake is 32 oz. 
The largest amount ever collected from a single 
donor at one pumping has been 22 oz. The larg- 
est total amount used by a single baby has been 
516 oz. 


Since intake exceeded output at the start it 
was possible to gradually build up a surplus that 
now averages about 400 oz. However the total 
storage capacity of the bank is 2000 oz. and it 
is our practice always to collect as much milk as 
possible so as to ensure an adequate surplus in 
the event of a temporary slump. This practice 
has helped us through several “dry spells” and 
our milk bank has never yet run short of milk. 


How the Milk Is Dispensed 


The milk is dispensed on verbal order from 
the nurses in charge of the new-born after it has 
been prescribed by the pediatricians on the regu- 
lar Order Sheet. This eliminates any necessity 
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The oldest milk on 


for special requisition forms. 
hand is always dispensed first. 


The pediatricians prescribe mothers’ milk in 
the following types of cases: 


1 Premature infants weighing 2 to 514 lbs. 

2 Infants with loose stools 

3 Infants with persistent vomiting 

4 Infants with diarrhea 

5 Post-operative cases of pyloric stenosis 
Professional Donors 


At the time a donor is discharged from the hos- 
pital she is given the opportunity to become a 
professional donor for the Children’s Welfare 
Federation, a duly accredited organization fur- 
nishing mothers’ milk at 24 cents an ounce to 
ward cases and 30 cents an ounce to private cases. 
Donors accepted by this organization are paid 13 
cents an ounce for their milk plus carfare. 


Economic Analysis 


Prior to the inception of our milk bank, bottled 
mothers’ milk had already been in use on our new- 
born service since 1937. For the 214 year period 
from January 1, 1937, to July 1, 1939, 31,58614 
oz. of mothers’ milk were purchased from the 
New York Children’s Welfare Federation at a 
total cost of $7896.63 (25 cents per oz.). This 
represents an average of 12,634.6 oz. per year at 
an annual cost of $3158.40. No delivery service 
was included and it was necessary to send our 
own messenger for the milk. 


For the 31 month period from August 3, 1939— 
about one month after inception of milk bank— 
to February 28, 1942, we collected 19,619.5 oz. of 
mothers’ milk from our voluntary donors and dis- 
pensed 19,455.5 oz. At the new current price 
of 24 cents per oz. this represents a value of 
$4708.68 intake and $4669.32 output or an aver- 
age of $1807.48 worth of mothers’ milk (7531 oz.) 





dispensed annually from our bank. It is interest- 
ing to note that the rate of consumption of bottled 
mothers’ milk since the institution of our milk 
bank is only about half the previous consumption 
rate. This is due to less mothers’ milk being 
prescribed and the reasons are purely medical. 


Since only two graduate nurses were assigned 
to the formula room prior to the institution of the 
milk bank, it might be argued that for a true 
statement of the annual monetary saving, the sal- 
ary of the extra graduate nurse should be sub- 
tracted from the above figure of $1807.48. How- 
ever, it must be remembered that the milk bank 
does not require the full total additional work 
hours afforded by the extra nurse. Therefore the 
remainder of the time can be devoted to promot- 
ing greater efficiency in the routine functions of 
the formula room. Also, the milk bank ensures a 
constant supply of mothers’ milk on hand. Then 
too, the messenger service formerly necessary for 
transporting the milk from an outside agency plus 
the expense of his carfare have been eliminated. 
Again, accounting procedures involved in purchas- 
ing milk from outside are no longer necessary. All 
these items have undisputed value both monetary 
and otherwise. 


Advantages of a Mothers’ Milk Bank 


In summary it may be stated that the advan- 
tages of a mothers’ milk bank are: 


1 Preservation of life and health in the new- 
born 

2 Definite saving of time and money 

3 Development of humanitarian spirit in the 
donors 


Means of temporarily augmenting the income 
of mothers who sell their excess milk after 
their discharge from the hospital 


Means of supplying the mothers’ milk selling 
agency with donors 


Educational value to nursing staff 





Cancer Control Center in Houston, Texas 

The trustees of the M. D. Anderson Foundation 
have offered to give $500,000 to match the half- 
million dollars available to the University of 
Texas to found a cancer control center in Hous- 
ton, Texas. The plans further contemplate the 
contribution by the Foundation of $650,000 for 
the construction of a large tuberculosis hospital 
adjacent to the cancer institute. These institu- 
tions would be fostered by the combined resources 
of the M. D. Anderson Foundation, the University 
of Texas, Rice Institute and the City of Houston. 
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A Survey of Hospital Job Possibilities 
for Girls 


A survey listing job possibilities and require- 
ments in the medical field for girls—jobs ranging 
from hospital administrative work to ward aide, 
and from the executive housekeeper’s department 
to the volunteer worker—is now being compiled 
by the special medical committee of which Mabel 
W. Binner, administrator of Children’s Memorial 
Hospital, Chicago, and Mrs. Edna H. Nelson, ad- 
ministrator, Women and Children’s Hospital, Chi- 
cago, are co-chairmen. 















Short-Cuts to Saving the Hospital Dollar 


ALICE G. HENNINGER 


in hospital care is uppermost in the minds 

of hospital executives at this time. While 
salaries in industry have followed no regular 
scale of increase in past months, all have in- 
creased markedly. The February issue of the 
California Labor Statistics indicates an average 
increase in Los Angeles and vicinity of 25 per 
cent in the past year. 


Te problem of how to meet increased costs 


Food Cost Increase 


The cost of food has also risen and is now, by 
the same authority, stated to be 20.6 per cent 
higher than in February 1941. The cost of hos- 
pital supplies has increased from 25 per cent to 
150 per cent in the same period. Hospital cotton 
that a year ago could be bought for 19 cents is 
now 33 cents—an increase of 83 per cent. Cook- 
ing oils that were 8 cents are now 1714 cents, an 
increase of 120 per cent, laundry soap that was 
6 cents is now 1214 cents, an increase of 100 per 
cent, glycerine that was 15 cents is now 31 cents, 
an increase of 106 per cent. Surgical instruments 
have increased from 50 per cent to 100 per cent. 


The Payroll 


Since salaries comprise approximately 60 per 
cent of the going expense of hospitals, and even 
if hospitals are service corporations and cannot 
compete with the highest wages paid by industry, 
it is essential that the hospitals must, in fairness 
to the employee and for their own efficiency, and 
in order to secure employees, pay higher salaries. 
We can conservatively say that hospital costs are 
now from 20 per cent to 25 per cent more than 
they were a year ago. 


Few of us feel that our patients can pay a 20 
per cent increase in hospital bills. We must en- 
deavor then to find ways in which our hospital 
dollar will perform more work for us, or find that 
there are short cuts that will produce the same 
results. It will be my effort in this brief paper 
to demonstrate that real results can be effected. 


Factors Involved in Solution of Problem 


The most encouraging factor in the problem 
is the fact that we recognize we have a difficult 
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problem to solve. Several factors enter into the 
successful solution of this problem: 


1 Eliminate unnecessary services. 


2 Scrutinize all departments of the hospital 
carefully, securing the interest and cooperation 
of personnel in ascertaining if the same results 
in giving medical and nursing care can be obtained 
with less outlay of supplies and labor. 


3 Encourage the giving of gifts and endow- 
ments to the hospital. 


4 Increase rates. 


Eliminating Unnecessary Services 


To withdraw any service which patients have 
enjoyed, will prove difficult and unpopular if un- 
dertaken by any one hospital alone. However, if 
a program of public education is endorsed by all 
hospitals, such as was recently endorsed by the 
Association of California Hospitals, informing the 
public that it is their patriotic duty at this 
time to conserve supplies and labor, our patients 
will cooperate in such a plan without hesitation. 
While no hospital executive would advise that 
essential medical or nursing care should be re- 
duced, there are nevertheless many “frills” that 
definitely increase hospital costs and do not assist 
in the patient’s recovery. Among other services 
which increase costs and do not materially affect 
the patient’s recovery could be mentioned caring 
for lavish supply of flowers. It takes many hours 
of nursing or maid service each day in every hos- 
pital to care for these flowers, besides the fur- 
nishing of vases, the breakage cost of which is 
a considerable item. 


Assisting patients with visiting by telephone 
requires much valuable equipment and hours of 
time, and interferes with routine of service, and 
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really depletes the nervous energy of the patient. 
Numerous callers prove an even greater drain on 
the patient’s vitality and interfere materially with 
the nurses’ routine. 


Survey of Departments 


Our second suggestion of meeting increasing 
costs definitely has in mind the necessity of mak- 
ing the same money perform greater service. To 
do this most effectively the cooperation of the 
personnel should be sought. Inform employees 
that the hospital is meeting the same problems 
they personally are meeting in the rising costs of 
living, and obtain their suggestions on how to 
solve the problems. Give each one credit for the 
constructive suggestion he may make and thus en- 
courage his further effort. Scrupulous care 
will decrease cost of upkeep and increase life. 
Each hospital administrator should have an ef- 
fective system of cost accounting that will reflect 
the income and items of expense of each depart- 
ment from month to month and year to year, and 
an extra copy should be given each department 
head. 


The majority of hospicals pay thousands of dol- 
lars annually for various forms of insurance. Have 
you had appraisals of real estate and equipment 
made recently so that you know that you are 
carrying adequate insurance? Many times a dis- 
interested expert in insurance can assist you to 
reduce your rates by showing you how to take 
advantage of certain clauses in your policy. 


We will enjoy reduced premiums on our com- 
pensation and liability policies if we pay careful 
attention to safety measures for our employees, 
our patients and the public. 


Unless successfully protested, the recent act of 
the California Employment Commission, placing 
nonprofit hospitals under provisions of this act, 
will add thousands of dollars of expense annually 
to our hospitals, and add a tax burden on em- 
ployees. As there is practically no unemployment 
in hospitals and therefore no benefits to either 
our hospital or our employees, we must make 
every effort to void this unjust measure and elim- 
inate this expense. 


Check carefully collection methods and credits 
and thus reduce bad debts. While hospitals are 
service organizations and friendly relations with 
our patients must be maintained, some hospitals 
have found it possible with careful collection 
methods and tact, to reduce their bad debt ex- 
perience to 14 of 1 per cent. It would be well 
to check your own methods and experience at this 
time. 


Intelligent purchasing methods that include a 
perpetual inventory, centralized purchasing, use 
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of bids, watching the market and buying accord- 
ingly, avoiding retail or emergency purchases, 
checking deliveries for amounts and quality, tak- 
ing advantage of cash discounts and the issuance 
of supplies on requisitions only, are of utmost 
importance. 


Installation of labor saving devices—spray 
paint guns, wall washing devices, electrical floor 
waxers, steam presses instead of hand ironers 
are often good investments. All equipment should 
be frequently checked by the maintenance depart- 
ment so that an optimum of usefulness is assured. 


Where prices of an article have advanced to a 
prohibitive level, ascertain if a substitute cannot 
be found. As an example, in our own institution, 
we found that the price of fuel oil was advancing 
3314 per cent on February first. By taking advan- 
tage of a lower price in gas, we saved $77.70 in 
the month of February. The service of course 
was equally good. 


The dietitian can make many savings by using 
fruits and vegetables that are in season when 
planning her menus. 


Since salaries of personnel constitute 60 per 
cent of our expense, a close analysis and study of 
the whole subject of personnel relations is vitally 
necessary and rightly occupies another speaker’s 
time on this program. 


Volunteer service cannot be expected to replace 
the service of regular employees, but in times of 
emergency their assistance is invaluable. Train- 
ing courses for volunteers should be given to in- 
crease their usefulness. 


Sometimes it is possible for two or more hos- 
pitals to share the services of employees, such 
as the instructor of nurses, the pathologist, the 
roentgenologist or purchasing agent. Expensive 
equipment, seldom used, such as a respirator, can 
sometimes be shared by hospitals in the same 
community. One can scrutinize the service of 
every department of the hospital and with the co- 
operation of every employee make decided savings 
in supplies and sometimes in service. 


Increased Rates 


Increasing the hospital rates is mentioned last 
not because I think it unimportant for on the con- 
trary I think many of us think of raising rates 
first of all. I believe we should raise prices early 
rather than after we have sustained a deficit—as 
you know it is much easier to raise money for a 
service you plan to give than it is to pay off a 
debt after it has been acquired. Patients will not 
complain if rates are raised provided it is evident 
that the hospital administration has taken every 
reasonable care to keep prices as low as is con- 
sistent with good care. 
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by many of our large hospitals are being called 
into active service. The medical, nursing, and 
enlisted units of these hospitals are complete 
and ready for duty. Several of them are with 
troops oversea, others are serving in this country. 


Many of our hospitals organized similar units 
in World War I, and again in this war they are 
sending their younger physicians and nurses, the 
flower of their organizations, to the front. One 
such hospital, among so many others, is the Mas- 
sachusetts General which sent Base Hospital No. 
6 into the first World War. The distinguished rec- 
ord of service of this hospital is well known. As it 
left for the front the hospital was presented with 
the National Colors which they carried with them 
through the period of the war. 


Base Hospital No. 55 will be a part of Massa- 
chusetts General Hospital’s contribution to the 
winning of this war. As they were about to leave 
for the front, Veteran Base Hospital No. 6 pre- 
sented the colors to its successor in service—Base 
Hospital No. 55. 


The presentation of the colors was made by 
Colonel Frederick A. Washburn, a veteran of the 
first World War and the Spanish-American War, 
who spoke as follows: 

* * * 

“War is hell!” So said the great soldier Wil- 
liam Tecumseh Sherman, grandfather of an officer 
on your staff. True—and this war is more hellish 
than previous ones. There are reasons for this: 
First, the advent of the aeroplane brought with 
it means of destruction of the lives and homes of 
civilians, and power of widespread damage when 
it is in the hands of ruthless men, as in the bom- 
bardment of Rotterdam, Belgrade, Warsaw and 
Coventry. Second, the Government of Germany 
is controlled by a group of men who have dis- 
carded religion, have persecuted, tortured and 
killed Jews and all who oppose the Government 
of Germany. They treat their young people as 
breeders of cannon fodder; they have raised a 
fanatical generation ready to die for their 
Fuehrer. Third, we have been attacked suddenly 
and treacherously by the Japanese, whose military 
strength we had sadly underestimated. Their hu- 
miliation of white captives, their killings and 
rapings are as bad as anything recorded in his- 
tory. 


War is indeed “hell.” But look at the fate of the 
once proud Frenchmen, the highly-civilized, fine 
peoples of Holland, Denmark, and Norway. Their 
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Veteran Base Hospital No. 6 Presents the 
Colors to Base Hospital No. 55 
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property confiscated, they starve that the Ger- 
mans may eat, they work for them as slaves. That 
is worse than war; that would be our fate, if we 
are beaten in this war. We will win. 


Your part in this war is one of mercy. You go 
to care for the sick and wounded, to lessen suf- 
fering. You are parting from your loved ones, 
many of you are making large financial sacrifices. 
You are running the risk of life and limb—for 
the high purpose of preserving liberty and that 
we may continue to stand erect and unafraid in 
the presence of any man or nation. All honor to 
you. 


There is a pleasanter side to the picture. Cam- 
paigning is mighty interesting. While you are 
establishing your hospital in some foreign coun- 
try there is likely to be a long period when there 
isn’t enough to keep you busy. Sightseeing, and 
getting acquainted with the natives will be more 
or less fun, depending upon where you are. The 
friendships you form in your unit will last 
through life. They alone are worth the sacrifices 
you make. When your hospital starts to operate 
and your real work begins, the satisfaction of do- 
ing it well is very great. There will be many try- 
ing things, inconveniences, perhaps dangers. All 
these things, shared with fellow members of your 
unit, cement your friendships and when conquered 
increase your pride in your hospital. 


The young men and women among you will de- 
velop far more rapidly than they would have done 
at home. They have grave responsibilities earlier ; 
they learn to conquer their fears and to carry on 
despite all difficulties. They will become the lead- 
ers of their generation when the war is over. Dr. 
Henry P. Walcott told me that this was true 
in the Civil War; he predicted that it would be so 
after the last war. His prediction proved true. If 
you doubt it, look about you. I echo his prediction 
as to your unit now. 


You go under the aegis and with the blessing of 
a renowned hospital—one of the great hospitals 
of the world. Wherever you go you will meet doc- 
tors and nurses who have received their training 
here. It was so in the last war, and will be so in 
this one. 


Your destination is unknown to the speaker, 
and I think to you. You may build your hospitals 
of bamboo and nipa in the Indies or Philippines. 
Coffee sheds may serve as nuclei of a hospital in 
South America or the West Indies. In Britain or 
Continental Europe palaces, hotels, schools, houses 
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or other buildings may be used. Whatever build- 
ings serve as a base, many wards will probably be 
built about them. Base Hospital No. 6, organized 
as a 500-bed hospital, had 4300+ patients on 
Armistice Day. As your organization is planned 
for a 1000-bed hospital, perhaps you will have 
twice as many patients, namely 8600. Some hand- 
ful—as Mr. Churchill would say. 


May I interrupt the continuity of this—if it has 
any—to tell you a story? On the Fourth of July 
in 1918, Piccadilly was red, white and blue with 
American flags. Exercises appropriate to the day 
were held in a hall near Westminster Abbey. The 
audience was largely American. Admiral Sims 
spoke first and was given the privilege of making 
the first public announcement that the danger of 
submarine attacks on allied shipping had been 
largely overcome. Then Winston Churchill spoke. 
He made the best speech I have ever heard. I 
remember this statement he made: “One hundred 
and forty years ago your country and mine had 
a difference of opinion. We were led by a Boche 
King, you, by an English Gentleman. The result 
was what one might expect!’ 


A Word of Advice 


What about a word of advice! Although not an 
army man, the speaker has served with troops on 
three different occasions—a total of some six to 
seven years, just about that much longer than 
most of you. So perhaps to this audience I may 
make suggestions: 


1 Don’t grouse. This word is a synonym of 
“belly-ache.” 


2 Don’t criticize your Commanding Officer, or 
the President of the United States, or anyone else. 
Maybe the poor chaps are doing their best! 
Maybe you do not know the whole story. 


3 Don’t hold yourself aloof as a group, but be- 
come a part of the Army. Learn its ways, the 
respect and courtesies paid to superior officers, 
the consideration due to those below you in rank. 
A good officer thinks of his men first. He sees that 
they are properly housed, clothed and fed, that 
they have their periods of relaxation. He shares 
their dangers and their privations. He is friendly 
but not familiar. He preserves discipline. A lack 
of discipline is no kindness. Some will take advan- 
tage of such laxity and go on to crime which 
would have been prevented by a firmer hand over 
them. 


4 In the last war there was a large sign just 
outside certain British rest camps in Flanders. It 
read as follows: 

“A wise old owl lived in an oak. 
The more he saw, the less he spoke; 
The less he spoke, the more he heard. 
Now, wasn’t that a wise old bird?” 
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On the ninth of June 1919, the Trustees of the 
Massachusetts General Hospital gave a reception 
to those of its people who had served in the War. 
Dr. Henry P. Walcott, president of the Corpora- 
tion, presided. He called upon the Commanding 
Officer of Base Hospital No. 6, and upon Colonel 
Balch, Commanding Officer of Base Hospital No. 
55. These officers, in a few words, presented their 
colors to the Hospital. The national flag of Base 
Hospital No. 6 had been given by Mrs. Nathaniel 
Thayer, that generous lady who was so good a 
friend of the Hospital. The Red Cross flag had 
been given to the unit by the Metropolitan Chap- 
ter of the Red Cross. The flag of Base Hospital 
No. 65, Colonel Balch told us, had been purchased 
by the nurses of the unit. The flags of Base Hos- 
pital No. 6 stood for twenty months in the hall of 
the administration building of the hospital in Tal- 
ence, Bordeaux, France. Doctor Walcott received 
these flags in the name of the Massachusetts Gen- 
eral Hospital, and promised to preserve them. 
They have stood in the Treadwell Library for 23 
years now. 


Colonel Goethals: The enlisted men, the nurses, 
the officers of veteran Base Hospital No. 6, with 
many small contributions have purchased this 
flag. They desire that I should, in their name, 
present it to General Hospital No. 6. I now so do. 
May your hospital carry it in honor—and in God’s 
good time bring it back in triumph, to stand in 
this hospital with its honored predecessors. 


HAIL AND FAREWELL 


Of other times and other men I will not speak. 
The days upon us now are troublous ones. 
Not for the weak shall be the guerdon which we 
prize. 
Men of stature, men heroic in their breed and 
size, 
Alone can turn the tide from ebb to flow. 
You who are chosen, you must go, 
To finish what with hapless hands we started, 
To gather up the strands, 
To reap the corn which fell on sterile ground, 
To loose the writhing snakes of hate in which 
we’re bound, 
And crush the anti-Christ who stalks abroad; 
So that again before it is too late, 
Man can inherit his estate, 
And walk upon his acres with his God, 
And cherish once again His Staff and Rod. 
These are your tasks. 
Ours the easier one, easier, but still more hard. 
It is no choice of ours, 
That beating heart cannot retard Time’s flight. 
Yours is the might. 
We bid you: Render not to Caesar what is God’s, 
But wield with skill your Aesculapian Rods. 
Dr. Carl Binger 











and distributed, at slightly below cost, a lim- 

ited number of reproductions of the official 
National Hospital Day poster, in comparison with 
potentialities of the 7000 American hospitals. We 
disposed of 2500 large cardboard posters; 12,500 
window posters of 9 by 12 size; 20,000 postcard 
invitations and 250,000 gummed stickers. In ad- 
dition, hospitals and plans purchased fifty prints 
of the National Hospital Day trailer, and 160 
prints of the hospital service film “The Common 
Defense.” Again this year the Parke-Davis Com- 
pany devoted their regular one-page advertise- 
ment to the work of hospitals and distributed an 
undetermined number of folders to hospitals for 
community use. Eli Lilly & Company distributed 
1700 displays to hospitals requesting them—these 
carried no advertising matter—and ran the same 
illustration and message in the national maga- 
zines. A rotogravure sheet “Home Pictorial” fea- 
tured National Hospital Day on its cover and de- 
voted an inside page to the story of the motion 
picture “The Common Defense.” This paper was 
distributed by The Simmons Company to dealers 
all over America, and totaled 500,000 copies. 


T= National Hospital Day Committee printed 


In preparation for National Hospital Day, the 
Committee sent out 10,000 copies of “Planning 
Ahead” a leaflet giving suggestions for National 
Hospital Day observance. One month prior to the 
Day, the Committee printed and distributed 8000 
copies of the public education Handbook. As a 
supplement to HOSPITALS, this handbook went 
to all personal and institutional members of the 
American Hospital Association. 


Radio was used effectively by hospitals and 
plans to carry spot invitations and longer pro- 
grams. Reports from all areas indicate that local 
radio stations were generous with their time and 
talent. A national hook-up on NHD featured an 
address by Brigadier-General Philip B. Fleming. 
The Administrator of the Federal Works Agency 
reported on the increase in hospital beds in the 
past year and the probability of limitation of con- 
struction for the duration. 


Newspaper publicity was again the reliable 
medium for reaching the general public. To cite 
only a few examples: in Utica, New York, the 
newspapers carried both stories and follow-up 
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With different principals, scenes similar to the above, took 
place in twenty-five different cities throughout the Nation, 
as hospital administrators gave awards to winning and run- 
ner-up artists who competed in the National Hospital Day 
poster competition. In this picture, H. Theodore Sorg, on 
behalf of the American Hospital Association is making an 
award of $200 cash to the two New Jersey artists who col- 
laborated to win first prize. Left to right: Thomas R. Grey, 
Orange, New Jersey; Lawrence Olson, Montclair, New 
Jersey, and Mr. Sorg, President of Hospital Service Plan of 
New Jersey, who also gave the artists a year’s free member- 
ship in the Blue Cross Plan. In addition to first prize, there 
were three awards of cash for Honorable Mention and some 
twenty-five Badges of Distinction for outstanding posters. 





editorials—38 column inches in all, plus a Sunday 
feature story on Florence Nightingale. An 8- 
column streamer proclaimed “Nurses Will March 
in Tribute to Florence Nightingale” and the ac- 
companying story was a full column in length. 
On the same page the editor ran a four-column 
picture of the principals in the award of a poster 
prize. 


The Boston Herald gave front-page prominence 
to a hospital day story. The headline read, “Air 
Raid Disaster Marks. Hospital Day Observance 
Here,” and the story told of a simulated bombing 
attack that called into action all of the city’s de- 
fense units. 


The services of your hospitals are news. 
They are interesting, timely, and important. 


You need have no hesitation or undue modesty 
in telling your story, over and over, to the Amer- 
ican public. The Council on Public Education 
urges you to do so. The staff of the Commission 
hopes that it has been helpful in developing this 
publicity phase of hospital service. 


HOSPITALS. 




















A Message to Hospitals 


Congratulations on your participation in the 
most effective National Hospital Day Observance 
since the inauguration of the event. From re- 
ports already reaching the National Hospital Day 
Committee it is apparent that more than ever 
before our hospitals took this occasion to bring 
’ their story of unselfish service to the attention of 
an interested public. By the use of radio, the 
motion picture, the newspapers, magazines, direct 
appeal, mail contact, pulpit comment, and open 
house, our hospitals repeated their pledge of serv- 
ice to the people and took steps to safeguard that 
service during the period of war. The National 
Hospital Day Committee wishes to thank all hos- 
pitals for their interest and cooperation and offers 
especial thanks to the Council on Public Educa- 
tion and the Hospital Service Plan Commission 
for working out the physical details of a big job 
well done. 


Albert G. Hahn, Chairman 
National Hospital Day Committee 


P.S.: I strongly urge all hospitals that took 
part in the observance of National Hospital Day 
to make a report of their participation and send 
it to the Committee, 18 East Division Street, 
Chicago, not later than July 15. 


* * * 


The American Hospital Association will bestow 
five Awards of Merit for National Hospital Day 
Observance in 1942: One to a hospital in a city 
of 15,000 or less population; one to a hospital in 
a city over 15,000 but less than 100,000; one to 
a hospital in a city over 100,000 population; one 
to a group of hospitals for city-wide observance; 
one to a state association for state-wide observ- 
ance. Awards—all to be announced at the St. 
Louis Convention. The most convenient way to 
make up your report is in the form of a scrap 
book. Your report will be taken to the national 
convention for judging, therefore please keep it 
concise and neat. Report on your preliminary 
preparations, your appointment of committees, 
your pre-planning for a successful observance. 
Date and save and mount in your book all news- 
paper publicity. You will be given credit for the 
number of inches of space you receive. Include 
copies of all printed matter you used to publicize 
your hospital and the Day. Include photographs 
of celebrities who participated, of exhibits, of 
window displays. Include copies of radio addresses 
radio programs, spot announcements. Give 
the stations and the times of broadcast. Was it 
local or on a hook-up? If you used motion pictures 
or trailers in your community theaters, please 
give details on the dates shown and the approxi- 
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Throughout the country, Blue Cross Plans cooperated with 
member hospitals to publicize the health-building facilities 
and efforts of the hospitals, but above is a reverse treatment. 
Waltham Hospital, Waltham, Massachusetts, gave space in 
its lobby for a Blue Cross display on National Hospital Day, 
and in the above picture Walter Amesbury, administrator 
of the hospital is discussing prompt hospital care with Mary 
Weeks, employee of Massachusetts Hospital Service. 





mate attendance. Refer to your Public Eduea- 
tion Handbook, pages 16 and 17, Check List of 
Suggestions, and let this serve as a guide to you 
in the preparation of your report. 


NoTE THAT A SUMMARY OF YOUR ACTIVITIES 
Must ALSO BE INCLUDED WITH YOUR REPORT 
oo * oS 


SAMPLE SUMMARY 


El Campo, Texas 
Pop: 2034 


Nightingale Hospital 

Mrs Clara E. Burke, R.N., 

Administrator 

Newspaper publicity: 101 inches (see attached 
report) 

Radio: Spot announcements on KVIC on May 10, 
11, and 12; three times daily, sixty seconds. 
NHD Broadcast, 15 minutes, local, drama- 
tized program. 

Chain Broadcast, Blue Network, Brig. Gen’l 
Fleming, tied-in locally through your request. 

Motion Picture: Trailer shown every perform- 

ance, three days, at Rialto, local first-run 
house. Estimate 900 audience. 
“The Common Defense” shown through Blue 
Cross cooperation, full week, Rialto, esti- 
mated audience 1500. 

Other features: Proclamation by Mayor. 

Baby Show, 63 attendance. 

Four hundred letters of invitation distrib- 
uted by NYA. 

Five hundred folders distributed in mail sent 
out by local business men (samples attached 


in report). 
Official posters placed in all business 
windows. 

* * * 


REMEMBER CLOSING DAY—JULY 15, 1942 
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Volunteer Nurse's Aide Corps 


ARNOLD F. EMCH, Ph.D. 


the Volunteer Nurse’s Aide Corps spon- 

sored by the American Red Cross and the 
Office of Civilian Defense—officially by the Gov- 
ernment and the Red Cross and unofficially by 
individual authors. There are certain problems, 
however, that arise in this connection that seem 
to me to require further elucidation and comment. 
I propose to review briefly some of these problems 
and, for convenience, to arrange them under the 
following heads: (1) Concerning the Need, (2) 
Meeting the Need, (3) Purpose of Volunteer 
Nurse’s Corps, (4) Requirements for Membership, 
(5) Courses for Training, (6) Certain General 
Considerations, (7) Certain Technical and Legal 
Considerations, and (8) Conclusion. 


fi GREAT deal has already been published on 


1 Concerning the Need 


About two years ago many of us became ac- 
tively interested in the role of hospitals in a pos- 
sible war and began to study the various problems 
that seemed certain to arise as a result of such an 
eventuality. One of these problems naturally had 
to do with maintaining adequate personnel in the 
face of new military, public health, and industrial 
requirements.” 


Although it was difficult at that time to deter- 
mine exactly how many of our hospital workers 
would be required in consequence of mobilization 
and the general war program, there was neverthe- 
less sufficient information available to get some 
idea of the magnitude of the problem. At that 
time we devised the following simple formula: “If 
we know the contemplated approximate ratio of 
hospital beds to men mobilized, and the contem- 
plated approximate ratio of hospital personnel to 
hospital beds, we shall be able to determine 
roughly what mobilization, and possibly ultimately 
war, would mean in the way of hospital personnel 
requirements.” 


Communication with Brigadier General Albert 
G. Love, assistant to the Surgeon General of the 


Presented at Mid-West Hospital Association, Kansas City, 
March 26, 1942, and Tri-State Hospital Assembly, Chicago, May 
7, 1942. 
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War Department revealed that the War Depart- 
ment was planning for a minimum ratio of 4 beds 
to 100 men mobilized—in other words, a provision 
for possible hospitalization of 4 per cent of the 
troops. On this basis it was possible to establish 
a theoretical bed complement of 160,000 for a 
mobilization of 4,000,000 men—which was the 
mobilization figure in the last World War. 


Since the War Department had for a number 
of years specified 120 nurses for a 1000 bed gen- 
eral hospital,’ it was possible to establish a ratio 
of 12 nurses to every 100 hospital beds. Thus, 
using this ratio of 12 nurses to 100 beds, 4,000,000 
mobilized men requiring 160,000 hospital beds, 
would necessitate the services of at least 18,200 
nurses. 


Let us see how far this calculation of two years 
ago missed the mark. In a letter, dated April 2, 
1942, Colonel Julia O. Flikke, superintendent of 
the Army Nurse’s Corps, states that “approxi- 
mately 9500 nurses are on duty as of March 31, 
1942, and it is expected that double that number 
will be required by December 31, 1942”—in other 
words about 19,000 or only 800 more than the 
original estimate of two years ago. 


I have recalled this little statistical incident 
because it has bearing on the future problem of 
nurses and nurses’ aides. According to Colonel 
Flikke, “hospitalization is now provided for 5 per 
cent of the troops at home and abroad at all times 
and nurses are provided in (military) hospitals 
in proportion of 120 nurses to each 1000 beds... . 
Estimated on the basis of 5 per cent, including 
necessary replacements, an Army of 7,000,000 
men will require 45,000 nurses.” Please observe 
the new figures of 7,000,000 men and 45,000 
nurses, and please observe, further that this an- 
ticipated requirement for nurses is for the Army 
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alone—excluding the additional requirements of 
the Navy, the Marines, the Public Health Service, 
and so on. 


2 Meeting the Need 


What does this mean? It means that if the 
War Department is now thinking in terms of at 
least 7,000,000 men (at least 3,500,000 this year), 
45,000 nurses for the Army must ultimately be 
secured for this purpose alone, and that devices 
and programs must be found and developed to 
make up for the possible loss of this nursing per- 
sonnel in our civilian institutions. Several meth- 
ods of meeting this problem will of course come 
to mind. 


The first method is by acceleration of enroll- 
ment in the 1448 nursing schools. This of course 
is no immediate panacea because even though 
these schools now have about 100,000 students,’ 
and graduate about about 20,000 nurses annually, 
enrollment would have to be stepped up consid- 
erably to meet the anticipated requirement of 
nurses in the Army—enrollment this spring 
should be at least 50,000—and further, because 
even with increased enrollment, standards of nurs- 
ing education still require three years to prepare 
a graduate nurse, and three years is a long, long 
time in the face of blitzkrieg tactics! Fortunately, 
not all nurses going into Army service will be 
drawn from hospitals—otherwise the present total 
of 112,842 graduate nurses employed in hospitals 
would be cut almost in half. 


The second method is through the refresher 
course program. There are thousands of retired 
and inactive nurses throughout the country, who, 
with intensive refresher courses, can be brought 
back into service with excellent knowledge, train- 
ing, and experience. It is estimated that there 
are at least 20,000 young, inactive nurses who 
may be able and willing to return to active service. 
The appropriation of $1,250,000 was made by Con- 
gress on July 1 last year for expansion of basic 
courses in nursing for student nurses, as well as 
active and inactive nurses, and there are indica- 
tions that this amount might be supplemented 
this year by at least $2,000,000 more. 


The third method is by hospital administrators, 
being cognizant of this actual and potential drain 
of nursing personnel, working out programs of ad- 
justment within the hospitals themselves. But 
even with increased efficiency and coordination 
within the hospital, there is another factor that 
will to some extent offset the resultant gains— 
the fact that the reduction of medical personnel 
in hospitals is throwing added burdens and re- 
sponsibilities on nursing personnel. Every million 
men mobilized needs approximately 7500 doctors 
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drawn from civil practice, or an average of around 
7.5 physicians to every thousand men mobilized. 
If the mobilization figure reaches 7,000,000, as 
Colonel Flikke suggests is possible, 52,500 physi- 
cians will be called into Army service alone. This 
is one-third of the entire medical profession in 
this country. If one-third of the physicians are 
called to the colors, leaving two-thirds to care for 
the civilian population, the average load per phy- 
sician back home will be increased 50 per cent. 
For example, if there are 300 patients and 3 physi- 
cians caring for these or an average of 100 pa- 
tients per physician, and one of these physicians 
goes into the service, the remaining 2 physicians 
will have to care for 50 more patients each or an 
increase of their patient load of 50 per cent. It 
will take no stretch of the imagination to see that 
physicians back home required to care for this in- 
creased case load, will begin to turn over more 
and more of their routine tasks to nurses—thus 
taxing the energies of the already burdened 
nurses still more. 


The fourth method is through the American 
Red Cross, at the request of the Office of Civilian 
Defense, training 100,000 volunteer nurse’s aides 
to meet the need for the expansion of nursing 
facilities during this period. 


3 Purpose of Volunteer Nurse’s Aide Corps 


Now a question immediately arises in this con- 
nection: Are the volunteer nurse’s aides to re- 
lieve the nursing shortage by actually taking over 
a certain amount of the less professional nursing 
chores, or are they to help out by merely perform- 
ing some of the—shall we say—“niceties” for pa- 
tients, without actually taking over any of the 
strictly nursing responsibilities? This is a rather 
pertinent question, it seems to me, and one upon 
which the whole program rests. If the answer is 
that these aides are not to take over any of the 
nursing duties, but are merely to contribute addi- 
tional services or niceties, then the nurse’s aide 
program could hardly be regarded seriously as 
a component in meeting the nursing shortage. If, 
on the other hand, nurse’s aides are to take over 
some of the bona fide functions of graduate 
nurses, the nursing profession might become ex- 
ercised over the possible encroachment by lay 
women on their professional province and re- 
sponsibility. 


Let us see what the officials had to say with 
regard to the inception of this Volunteer Nurse’s 
Aide Corps. In a letter to the Chairman of the 
American Red Cross, the Director of the U. S. 
Office of Civilian Defense stated: 


“We are confronted with a steady deple- 
tion of the nursing services of hospitals and 
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health departments, due in part to the re- 
quirements of our military establishments at 
a time of rapidly increasing needs for civilian 
defense... 


“To meet the emergency needs of the civil- 
ian population during the national emergency, 
I would therefore suggest that the Volun- 
teer Nurse’s Aide Corps of the American 
Red Cross be greatly expanded throughout 
the country ; that the course of instruction be 
intensified by compressing the present 100- 
hour course into 6 weeks; that arrangements 
be made with the executive officers and prin- 
cipals of nurse training schools of important 
hospitals to collaborate with the American 
Red Cross in providing practical hospital 
training to follow the preparatory extra-hos- 
pital course of instruction given by the 
American Red Cross . . . that after comple- 
tion of the period of hospital training, enroll- 
ment in the Volunteer Nurse’s Aide Corps of 
the American Red Cross be contingent upon 
continued service for at least part of each 
year; and that definite arrangements be made 
for such continued service in hospitals, out- 
patient clinics, visiting nurse, public health, 
school health, and industrial nursing organ- 
izations.” 


This is not a language in defense of frills or 
niceties, but an expression of a definite plan to 
relieve the nursing shortage. A volunteer nurse’s 
aide is then exactly what her name implies—a 
woman who is to assist the graduate nurse in 
order to free the latter for those services which 
only a graduate nurse can do, and who, further, 
will accept no remuneration of any kind for her 
services—she is a volunteer in the best sense! 
Fortunately, the use of aides in this sense has 


been endorsed by the Nursing Council on National - 


Defense. 


What, then, are some of the things a nurse’s 
aide can do in line with the original purposes of 
this organization? In hospital wards: she can, 
for example, make beds; assemble material for 
baths and give baths to patients not seriously ill; 
record patients’ intake and output of liquids; take 
temperature, pulse, and respiration; prepare pa- 
tients for meals and feed helpless patients; assist 
with unsterile dressings; help to apply casts and 
slings; accompany visiting nurses. In hospital 
clinics: she can help with the admission of pa- 
tients; keep clinic equipment in order; set up ex- 
amination, testing, and treatment trays and clean 
up after use; chaperon and drape patients for 
doctors examination; change linen on examining 
tables; accompany patients to and from x-ray 
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departments. In health departments, baby health 
stations, prenatal clinics and school health serv- 
ices: she can do similar assignments as in hos- 
pital clinics, and in addition, may also make visits 
to the patients homes to urge delinquent patients 
to return to clinic, or to secure routine informa- 
tion needed for clinic records, but not to perform 
nursing services, secure professional information, 
or give health teaching. In relation to a visiting 
nurse service: she may assist nurses in giving 
care to sick patients in their homes. The aide 
can give assistance that will enable the nurse to 
finish the needed services much faster and allow 
for visits to a greater number of patients. Aides 
may visit homes alone to render nonprofessional 
services but not for teaching or for independent 
nursing responsibilities. In the event of bombing 
or other emergencies, medical field units will be 
sent from hospitals to the scene of an “incident,” 
and each medical team will have at least one 
nurse’s aide who will assist physicians and nurses 
with the care of the injured in First Aid Posts 
and casualty stations. 


Because of their training, it is recommended 
that volunteer nurse’s aides be used to best ad- 
vantage in assisting with direct nursing services. 
They are always to work under the supervision of 
a graduate nurse when giving service directly con- 
cerned with the patient. 


4 Requirements for Membership 


The requirements for membership in the Volun- 
teer Nurse’s Aide Corps have been enumerated as 
follows: 


1 Age must be between 18 and 50 years 
when enrolled. 


2 Satisfactory physical condition (physi- 
cal examination requirements must be passed 
—A RC Form 1239 B). 


8 Aide must be graduated from high 
school or have equivalent education. 


4 Eighty (80) hour course (A R C 774) 
must be satisfactorily completed. 


5 Service must be given without remuner- 
ation. 


6 Policies and rules of Corps as defined by 
U. S. Office of Civilian Defense and the Na- 
tional Red Cross must be accepted. 


7 One hundred and fifty hours of service 
must be given in each calendar year, prefer- 
ably in a 8-month period. The first 150 hours 
of service must be spent on hospital wards 
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before assignment is made to clinics and field 
nursing organizations. 


5 Courses for Training 


Volunteers, who may register at any Red Cross 
office, must complete an 80-hour course of train- 
ing and pledge themselves to serve at least 150 
hours a year. The training course is divided into 
two parts, one consisting of lectures and demon- 
strations on the theory of nursing for 35 hours, 
the other consisting of 45 hours of practical work 
in a hospital. The eightieth hour is devoted to 
an examination. The lectures, demonstrations and 
supervised practice require from one to three 
hours daily, five days a week. 


The curriculum syllabus (A R C 774) is a re- 
vision of the material which has been used by 
instructors of Red Cross courses for Volunteer 
Nurse’s Aides since July 1940. It has been re- 
vised with the assistance of the Medical Division 
of the Office of Civilian Defense, to meet the an- 
ticipated need for an expansion of nursing facil- 
ities during this period. The instructional ma- 
terial is presented in outline form only. No at- 
tempt has been made to cover each subject ex- 
haustively. It is expected that the instructor will 
draw upon her own knowledge and experience to 
elaborate on the outline and to interpret properly 
the subject to the class. 


Detailed information concerning these courses 
and the curriculum can be secured by addressing 
communications to the American National Red 
Cross in Washington, D. C., or to the local head- 
quarters in your area. 


6 Certain General Considerations 


Let us now review very briefly certain general 
considerations with regard to the goal of 100,000 
nurse’s aides. This neat, round figure of 100,000 
aroused my curiosity some time ago and, although 
curiosity killed the cat, prompted me to inquire 
as to the basis on which such a figure had been 
established. 


How was this goal of 100,000 nurse’s aides 
determined? In other words, is this a purely 
arbitrary figure, or was there some study or sur- 
vey to indicate that we would need not 10,000, 
nor 50,000, but approximately 100,000 nurse’s 
aides? Information from the highest source 
states: 


“The decision to use the figure of 100,000 
as the number of nurse’s aides that would be 
needed was necessarily an arbitrary one. It 
is believed, however, that this many nurse’s 
aides would not be too large a group of 
trained helpers to meet the needs that will 
arise before this war is over.” 
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But if nurse’s aides are intended as one of the 
main devices for relieving the nursing shortage, 
it can be shown that 100,000 would not be too 
many, probably not enough. One of the stip- 
ulations for service as a nurse’s aide is that she 
agrees to give at least 150 hours of service in 
any one year. We can therefore count on a min- 
imum of 150 hours from each nurse’s aide. 
Nurses, on the other hand, are generally required 
to work 48 hours per week. This, however, is 


- not the average number of hours actually given 


by the nurse. According to the Department of 
Hospitals of New York, actual work hours for 
nurses, after sick leave, vacation, holidays, etc., 
average around 6 hours per day or 2190 hours 
per year. Thus, aside from professional consid- 
erations, and dividing the 2190 hours of the 
graduate nurse by the 150 hours of the nurse’s 
aide, it would take 15 nurse’s aides to put in the 
same number of hours as one graduate nurse. 
Following our statistics a little further, if, as 
Colonel Flikke has suggested, the Army will re- 
quire 45,000 nurses for 7,000,000 troops, and 
these 45,000 nurses are to be taken from the reg- 
ular sources, such as hospitals, it would take 
45,000 times 15, or 675,000 nurse’s aides to put 
in the same number of hours as the 45,000 nurses. 


Now I do not mean to imply that we shall need 
675,000 nurse’s aides. I wish merely to point the 
fact that one nurse’s aide is not equivalent to one 
nurse even in number of work hours, and hence, 
if nurse’s aides are intended to relieve the nurs- 
ing shortage at least in part, we must count on 
considerably more than one nurse’s aide to sup- 
plant one nurse. 


Was the total of 100,000 divided according to 
the respective needs in the various localities? In 
other words, were sub-goals for New York, Chi- 
cago, Philadelphia, Kansas City, Denver, etc., 
established, or was the development left entirely 
to local initiative? This seems to me to be a perti- 
nent consideration, because nurse’s aides are 
women already established in a community, pos- 
sibly married with a family, and serving without 
remuneration, and hence, cannot be moved from 
one community to another according to the need. 
Therefore, it would be of little use to have, say, 
10,000 nurse’s aides in New York, 5000 in Chi- 
cago, and none in Philadelphia. In other words, 
we could have a grand total of 100,000 nurse’s 
aides in the country, but if this total is not divided 
and distributed according to need in the various 
critical localities, we would be only deluding our- 
selves with large, round numbers. To this ques- 
tion my authority writes: 


“The number of nurse’s aides that can be 
trained in each community depends upon the 
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facilities available. It is suggested that each 
community make a survey of its available fa- 
cilities and estimate how many nurse’s aides 
can be trained and used in their locality.” 


What is the approximate or average rate of 
enrollment at present, that is, how many enrolled 
in January, how many in February, how many in 
March? In other words, how rapid or how slow 
is the rate of enrollment, and hence, the rate of 
increase of membership in this corps? I am of 
course wondering whether the goal of 100,000 will 
be attained, and if so, when? There are now 454 
volunteer nurse’s aide courses in 45 states, the 
District of Columbia, and Puerto Rico and 
Hawaii, and there are as of this date ‘vained and 
in training 17,674 nurse’s aides. 


My informant tells me that enrollment in Jan- 
uary, February, and March was as follows: 


Students Students 
Month Trained in Training 
PROBES 6 5.cn ose s Ses ws NGO 1,431 5,292 
NBN ore cocbGiscscsGe ieee eee 2,476 8,109 
1 Ue 1 RRR Cp aaa ae ese ie nl I Ar aU 4,465 13,209 


On the basis of these figures, enrollment for 
the last two months has averaged 3958 per month. 
If we deduct the 17,674 already enrolled and 
trained from the 100,000 required, and divide our 
average monthly enrollment into the remainder, 
it would, at this rate, take until the fall of 1943 
to achieve the goal of 100,000. But this estimate 
may be misleading, since apparently many more 
students enroll than are graduated from the 
course. If we should take the average number of 
1488 graduated from training each month, and 
divide this figure into the 95,000 members still 
required, at this rate it would take at least 5 
years to attain the required goal of 100,000. Cal- 
culations of this kind cannot of course be taken 
too literally because there is insufficient data as 
yet to make accurate long-range estimates possi- 
ble; it is, however, evident that at the present 
rates of enrollment and graduation, the total will 
not be reached for a considerable length of time. 
If this Volunteer Nurse’s Aide Corps is to serve 
its function well, and the authorities and the Red 
Cross develop proper enrollment techniques they 
can achieve their goal much sooner—but it will 
require a much more rapid enrollment and gradu- 
ation ratio than is at present indicated. 


7 Certain Technical and Legal Considerations 


And finally, in the interest of good business 
management in the hospital, I am prompted to 
suggest certain technical and legal considerations 
in consequence of the presence of nurse’s aides 
in hospitals. 


While it is recognized that these women are 
particularly interested in doing everything pos- 
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sible to assist our Government and our institu- 
tions in the task of winning the war, there are 
nevertheless certain legal questions arising in con- 
sequence of their service in hospitals that should 
be considered. From the standpoint of hospital 
liability compensation and protective insurance 
policies, nurse’s aides occupy a rather anomalous 
position. On the one hand they are not exactly 
employees of the hospital—they receive no remu- 
neration from the hospital—and hence may not 
come under the present protective policies, and 
on the other hand, they are not exactly part of the 
public in the usual sense, since they are working 
in the hospital and furthering the efforts of the 
hospital in carrying out its function, and hence 
may not be covered by the usual public liability 
policy. More specifically, several questions have 
arisen concerning certain legal aspects in relation 
to their service in hospitals. 


The first question has to do with whether the 
hospital’s medical protective policy protects the 
hospital against law suits that might arise from 
care given by a volunteer nurse’s aide who is not 
on the payroll of the hospital. If properly writ- 
ten, malpractice policies or medical protective 
contracts can protect the hospital against claims 
arising as a result of care given by a volunteer 
nurse’s aide without the necessity of the assured 
notifying the carrier that such training or service 
is being given in the hospital. However, it would 
be well for the hospital engaging in the volunteer 
nurse’s aide program to check with its insurance 
company to make sure that proper protection is 
given. Even though the duties of a nurse’s aide 
are limited it has been the experience of some hos- 
pitals and insurance companies that nurses and 
student nurses, as well as interns, sometimes act 
on their own initiative and that their acts occa- 
sionally cause injuries resulting in law suits. 
There is no reason to feel that this same condi- 
tion might not also obtain because of the nurse’s 
aide movement with our country at war and all 
of our thoughts and energies directed to the one 
great purpose of final victory. 


The second question arising in this connection 
is whether the hospital’s public liability policy 
protects the hospital in case a volunteer nurse’s 
aide or any volunteer worker slips and falls on 
the floor or is otherwise injured. Based on the 
theory that the volunteer nurse’s aide is further- 
ing the efforts of the hospital and might conceiv- 
ably be termed an employee, should she be injured 
in any manner while carrying out her duties, the 
hospital would be protected under the compensa- 
tion policy which is compulsory in almost all 
states. If she should not be considered an em- 
ployee, then this is a matter to be taken up with 
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the hospital’s insurance firm. If the volunteer 
nurse’s aide should be injured in the hospital when 
off duty she should be considered a member of the 
public and the public liability policy would cover 
and provide protection for the hospital should it be 
found liable. This, as well as the other points 
raised, should be investigated and discussed with 
the insurance company. 





Another question has been raised as to whether 
the hospital’s medical protective policy protects 
the hospital in case a volunteer nurse’s aide con- 
tracts a communicable disease from a patient. In 
this event, protection for the hospital should be 
provided under the occupational disease contract 
written in conjunction with compensation policies. 


And finally, is the volunteer liable to a per- 
sonal law suit brought on the part of a patient 
in case the hospital is not liable for something 
she might have done to the patient? It is be- 
lieved that the volunteer nurse’s aide could be 
held liable for her acts as an individual under cer- 
tain circumstances. It is easy to see how both 
the hospital and the nurse’s aide could be held 
liable if the proper precautions were not taken 
and due care was not exercised in their relation. 


In summation of these considerations, if you 
participate in this program by allowing volunteer 
nurse’s aides to assist nurses in your hospital, it 
would be well for you to consult your insurance 
company with a view of clearing at least the four 
above indicated prints. You may be fully covered 
by your present policies; good business manage- 
ment and prudence require that you make sure. 





8 Conclusion 


In conclusion I should say that, first, notwith- 
standing the fact that the organized nursing pro- 
fession may look upon an extensive nurse’s aide 
program with mixed feeling—in the sense that 
they are desirous of every assistance and help, 
yet may be suspicious of any movement that 
might lead to an encroachment of their profes- 
sional responsibilities by lay personnel; and sec- 
ond, notwithstanding the fact that hospitals are 
most anxious, because of personnel shortage and 
strained finances to accept every aid in service 
in this crisis, but are reluctant to become involved 
in complicated personnel problems and possibly 
legal entanglements; and third, notwithstanding 
the fact that public spirited women are desirous 
to be of real assistance and aid where it is needed 
most and are willing to devote their time and en- 
ergies without pay to such work, but are never- 
theless disinclined to accept merely menial assign- 
ments which may not give them the opportunity to 
find satisfaction and pride in their work—notwith- 
standing all these considerations, this program 
should be encouraged along constructive lines by 
bringing the nursing profession, the hospital, and 
the public spirited and charitable women together 
for the sole purpose before us today—a united and 
determined fight to the finish—with all prejudicial 
barriers down and all hands to the wheel to push 
this war to a final victory for us and all civilized 
and peace-loving people. 
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Needed Immediately: Commodity Standards Specialists 


A. §S. Ernest, Physical Science Unit, United 
States Civil Service Commission, Washington, 
D. C., announces the need of commodity standards 
specialists to set up minimum quality standards 
for consumer goods in the following fields: 


1 Containers 6 Rubber Products 


- 7 Furniture— 
aper and Pulp Products Furnishings 


3 Electrical Appliances and “148 _ 
Automobile Repair Parts 8 — and Building Ma 


4 Health Supplies 9 Plumbing, Heating, and 


Ventilating Equipment 


5 Fuels, Foods, Chemicals, 
10 Leather Products 


and Paints 


DUTIES: Appointees will be required to prepare 
minimum quality standards and specifications for 
a group of closely related consumer goods in one 
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of the fields listed above; to assemble, interpret 
and analyze test data from various sources for use 
in preparing commodity standards; to prepare re- 
ports and recommendations on proposed commod- 
ity standards on the basis of such test data and 
upon his intimate knowledge of the commodity in 
question; to act as liaison representative between 
offices concerned with various phases of standards 
work; and, in general, to participate in a variety 
of activities related to the preparation of com- 
modity standards. The duties and responsibilities 
of the appointees will vary with the grade and 
salary of the position to which they are assigned. 


SALARIES: Many of the positions will pay 
$2600, $3200, $3800, or $4600; only a few will be 
filled at $5600. 
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Blue Cross News 


Film Bookings 


Full use of the motion picture, “The Common 
Defense,” is being made by the Hospital Service 
Association of Pittsburgh throughout the entire 
western part of Pennsylvania where theaters have 
been so enthusiastic in acceptance of the film that 
a traffic problem developed. 


At Altoona, Pennsylvania, which is served by 
the Pittsburgh Plan, “The Common Defense” was 
being shown at three different theaters on the 
same days. In order to enable this complicated 
billing to be filled by a single film it was necessary 
to take it quickly from one theater to another, 
always with an eye on a watch to meet the various 
time requirements. This task was accomplished 
by a boy on a bicycle who worked under super- 
vision of the Altoona office of the Hospital Service 
Association of Pittsburgh. 


Bookings in Pennsylvania Towns 
The following is a list of bookings to date in Pennsyl- 


vania towns for the 35 mm. prints of “The Common 
Defense”: 


Date Theater Town 
LE ee ee Brockway ....-... Brockway 
May 6, 7, 8, 9..... Bickey. <.co0 65d es Everett 
eae 8) exw cwcdewen Clearfield:. «56005 Clearfield 
ees” AMGIONI os. 65s .as ce Reynoldsville 
May-10) 11,32 544 Merrie 6.6) 0363s Du Bois 
Te ke: | rs LVIRIMA sc ccc er Altoona 
Mey 11542) 48.6 ce aE Indiana 
Oy TE 8D: oxivncat PEIRMIOP 5 ocsine se Altoona 
Lae gb Se GADRE ois 50.0 5,ccee Altoona 
pe a, ae i ey. (aL Gia . ERE ris Wilmerding 
May Sito Pane 1.cRek vec csisies vance Corry 
PURO 4. De sssuc wee Roaring Springs ...Roaring Springs 
PUNO 2B én skicaee sConenial © ..4:6:<40405 Cloverdale 
gune.5; 6 ...0% ...eMercer Square ....Greenville 
PURO DAO: ..ccicescn TADORCY i he ecicaee Mercer 
SUNG BO, 10 vive views Ageadia ...cscssce New Bethlehem 
sune 16, 26 .....< SOIBOTL So xcsmeewee Youngwood 
one OS 20 on cad ea Patton 
PUNE SUBS... 0.00% MEEEY: 5c cae saeee Albion 
eune 2B O48 occas DORMBR «ok osc ass Girard 
June 28, 29, 30....Governor ......... Somerset 
June 30 to July 1..State ............ Youngville 
ely 158 ouacce <eUOR es ccuceven ate Port Allegany 
a he KS SOERE Kaa sciwaumomen Smethport 
LTT LZ Se eae aS Blue Ridge ..... 5 Berlin 
PIO BOM: .acncwwue Community ....... Austin 
Only 7, 8 .c.s<% 5 Aare Nanty-Glo 
UG at Pa Ie WASUME sbi deka 8 Rainey 
Bee BSD Kisivcs | are. East Brady 
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Hospital Service Association of Pittsburgh has arranged 
film bookings of “The Common Defense” for three months 
in advance. The Plan stimulates theater attendance by easel 
display of stills from the film and colorful posters developed 
by the Plan. In addition, Blue Cross nurses distribute litera- 
ture to the audience as they enter and leave the theater. 


Hospital Administrators Place Film 


“We have found that hospital administrators 
have more influence in booking the film “The Com- 
mon Defense’ than the Plan has, even in spite of 
the fact that we have the theaters enrolled as a 
group. However, our hospital administrators have 
been very cooperative in making local arrange- 
ments for showing of the film in their community 
theaters.” R. F. Cahalane, executive director, Mas- 
sachusetts Hospital Service, writes further with 
regard to obtaining cooperation of the theater 
operators: “The difficulty in obtaining showings 
in a first-run house, has led us to contact second- 
run theaters and outlying ones. There is no ques- 
tion as to the value of a-showing in this type 
theater. Blue Cross plans are shooting for enroll- 
ment in the working classes, and in neighborhood 
movies such people will be found, especially now 
with gas rationing limiting travel. I believe that 
every plan that asks a theater manager to show 
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‘The Common Detense’ should demonstrate to the 
theater manager what it can do for him. First, he 
is identifying himself with the welfare of the com- 
munity. Second, our posters, placed in the manu- 
facturing and retail businesses in the area will 
direct attention to the fact that his theater is 
showing our film. Blue Cross subscribers want to 
see the picture. They are an ever-growing army of 
alert, health-conscious Americans. They’ll attend 
his theater to see ‘The Common Defense,’ if for 
no other reason. Finally, we too use nurses or em- 
ployees dressed as Blue Cross Nurses to distribute 
literature in the theater lobby. For these reasons 
and others, we expect to earn the full cooperation 
of our theater operators. And we may have a re- 
port to make at a later date on the methods to 
be used in obtaining first-run houses.” 


* * * 


“We showed the film in the largest theater in 
town and played to 4500 people in one day. This 
is the most effective publicity we have ever re- 
ceived.”—Robert J. Marsh, Huntington, West 
Virginia. 
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Lobby display, prepared by Rochester Hospital Service 

Corporation, and used recently by the local Chamber of 

Commerce to stimulate interest in the community Plan. Sev- 

eral hundred volunteer solicitors of the Community Fund 

saw this each day as they attended the committee meetings. 

The color treatment is red, white, and blue. The center sec- 
tion rotates eight pages of special copy. 





Incidence of Hospitalization, April, 1942 


The Trend: Hospitalization of Blue Cross Plan 
subscribers during April 1942 was 4 per cent 
greater than during March 1942, but less than 1 
per cent greater than during April 1941. 


The average annual rate of hospitalization was 
108 Blue Cross Plan patients per thousand par- 


June, 1942 


ticipants. This represented an increase of approxi- 
mately four per cent over March experience. 
Thirty-nine plans reported increases which ranged 
from one to thirty-two per cent of March inci- 





- dence. : 
Table I 
INCIDENCE OF HOSPITALIZATION DURING MARCH AND 
APRIL 1942 
1942 

Item March April 
Number of plans supplying data....... 62 60 
Number of admissions................ 73,069 70,444 
Incidence—annual rate* ............. 104 108 





*Daily rate X 365 


The average incidence of hospitalization in- 
creased for plans with more than 10,000 sub- 
scriber contracts and decreased for plans with 
less than 10,000 subscriber contracts. 


The April 1942 admission ratios shown are 
based upon 7,932,108 participant months of mem- 
bership and 70,444 reported hospital admissions. 
The data were submitted by 60 plans with 95 per 
cent of the total membership in the 68 plans 
which are members of the American Hospital 
Association. 


News Clips 
Medical Society Approves Hospitalization Plan 


The Blair County Medical Society in a letter written 
by Dr. John D. Hogue has expressed its appreciation 
of the nonprofit group hospitalization plan in which 
the hospitals of this county are participating, the Hos- 
pital Service association has announced. 

The communication from Dr. Hogue in behalf of 
the medical society contains the following statement 
in reference to the hospital-sponsored plan: 

“Group hospitalization insurance is appreciated 
by the medical profession because patients can be 
hospitalized without worry over the cost of hos- 
pital care, thereby contributing definitely to 
quicker recovery.” 

The hospitalization movement has been approved 
by the Blair County Medical Society. 

From: Altoona, Pennsylvania, Tribune 


Local Hospital Joins in State Service Plan 


The affiliation of Dearborn Industrial and General 
Hospital as a participating member institution with 
Michigan Hospital Service was officially announced 
today by John R. Mannix, Director of the Plan. 

The participation of Dearborn Industrial and Gen- 
eral Hospital raises to one hundred thirty the number 
of non-profit hospitals in Michigan sponsoring Mich- 
igan Hospital Service and guaranteeing service bene- 
fits under its subscriber’s certificates regardless of 
the particular needs of the individual subscriber- 
patients. 

Michigan Hospital Service, which was organized in 
1939 by the nonprofit hospitals of Michigan to make 
it possible for families to budget for unpredictable 
hospital care in small monthly amounts, has just con- 
cluded its third year of operation and is now making 


hospital care available on a pre-payment, nonprofit 
basis to almost 900,000 people throughout the state. 


From: Dearborn, Michigan, Independent 
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Editorial in the “Philadelphia Record”: 
SUCCESS OF A “BUM IDEA” 


Three years ago the Blue Cross Plan came to 
Philadelphia—to the accompaniment of every possible 
obstacle. Opponents called it radical, a stepping stone 
to “socialized medicine.” 

You don’t hear those objections any more. Today 
more than 390,000 persons and 62 hospitals in this area 
are participating in the plan—which has provided pri- 
vate and semi-private hospital care for the insured. 

Now the Blue Cross has doubled the availability of 
its service by providing ward care for those of lower 
incomes, at a rate of two cents a day. This is for 
families whose total incomes do not exceed $2000— 
and it is estimated that three-fourths the families in 
Philadelphia are in that class. 

Hospitalization insurance already has proven a 
godsend to patients over whom hospital expense no 
longer stands as a frightening specter. 

We are glad to see these benefits extended to lower 
income groups where such expense was an even 
greater barrier to proper hospital care. 


Rhode Island Law 

The legislature of the State of Rhode Island re- 
cently passed a law effective May 10, providing 
cash sickness benefits under the existing Unem- 
ployment Compensation Act. The act provides 
that beginning with the eighth day of illness, an 
employee will receive the regular unemployment 
compensation benefits, up to a period of 20 weeks. 
The minimum benefits during unemployment or 
sickness will be $6.75 weekly, and the maximum 
$18.00, depending upon the employee’s regular 
wage. The benefits will begin April 1, 1943. The 
act provides for a one per cent tax to be paid by 
the employee, which is allocated to the Sickness 
Benefit Fund, to be managed by the Unemploy- 
ment Compensation Board. Because of certain 
changes in the employee’s contribution to unem- 
ployment insurance in Rhode Island, the net 





96 


charge against the employee will remain the same 


as previously paid. 
—_—_— p—_—_. 


Five-minute Radio Programs 

Two Rochester housewives, Helen Stapleton and 
Mary Smith, swap gossip over the telephone, meet 
on the front walk and talk neighborhood news 
or chat about war and washing over the back 
fence—but in all their conversation they even- 
tually switch around to Blue Cross and in their 
five-minute dialogue they cover some special 
aspect of the benefits of membership in the 
Rochester Hospital Service Corporation. So far 
the Plan has broadcast seventeen of these pro- 
grams over several of the Rochester stations. 
They are well written, public reaction has been 
good; copies are available by writing to Sherman 
D. Meech, Managing Director. 

——<@——_—— 
Plan for Surgical Care 

More than 200 doctors in the Denver metropoli- 
tan area are registered as participating physi- 
cians of Colorado Medical Service, Inc., newly or- 
ganized plan with which Colorado Hospital Serv- 
ice has contracted for the sale and administration 
of surgical contracts. The first group to be pro- 
tected was enrolled May 1. There is no cash limi- 
tation on the surgical benefits available under the 





w 





Girls employed by Group Hospital Service, Alton, Illinois, 
wear special Blue Cross uniforms and save enough on 
cleaning and laundering of summer clothes to purchase War 
Bonds. The idea has created a great deal of comment and 
was played up by the local papers. The uniforms are of blue 
shantung, with a Blue Cross on the left arm. Louis Degen- 
hardt, executive director, will be glad to quote prices and 
sources of supply to any Plan director who is interested. 
Model above is Hazel Van Deusen. 
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Hospital Service of California arranged the above display 
in the window of a prominent department store in Oakland 
during National Hospital Day week. The authentic costumes 
used were secured from a motion picture studio and depict 
conditions during the Crimean War. 





Plan; there is however an income limitation, ceil- 
ing $2400 for family. Enrollment is on a group 
basis. Cost is 75 cents a month for the applicant; 
top cost is $1.75 per month for applicant and three 
or more family members. 


Another Ward Plan 


In extending Blue Cross protection to lower- 
income groups Philadelphia joins 23 approved 
plans—Atlanta, Birmingham, Baton Rouge, Des 
Moines, Durham, Massachusetts, Maine, Michigan, 
Norfolk, Buffalo, Utica, New York City, Akron, 
Canton, Cleveland, Columbus, Toledo, Youngs- 
town, Providence, Wilmington, Delaware, Pitts- 
burgh, Wilkes-Barre and MHarrisburg—whose 
ward plans are now in operation. 


Philadelphia ward plan subscribers are entitled 
to complete hospital care in any of the 43 member 
hospitals and to an allowance of $3.75 per day in 
all other hospitals. Subscribers understand that 
they are subject to the same regulations which 
govern other full-pay ward patients, including 
those dealing with payment of medical fees. 


Since the service is all-inclusive and the rates 
substantially below the semi-private plan’s, the 
ward plan is being offered only to payroll-deduc- 
tion groups whose employees meet these income 
requirements: single persons, $1000; husband and 
wife, $1500; and families, $2000. Monthly rates 
are 60 cents, single persons; $1, husband and wife, 
(widow(er) and children; and $1.25, families. 


Coinciding with the new ward plan are changes 
in the semi-private contract which liberalize bene- 
fits for present subscribers and restrict maternity 
care. Subscribers get 24 days, second year; 27 
days, third year; 30 days, fourth year and addi- 
tional services such as casts; use of the operating 
room for transfusions, bronchoscopies, cysto- 
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scopies ; laboratory service up to $25, whether spe- 
cial or routine. The new semi-private contract also 
limits maternity care to 10 days annually for sub- 
scribers enrolled under a family contract. 


Curtiss-Wright Employees Join Plan 


Enrollment to date of 4300 Curtiss-Wright em- 
ployees in the Central Hospital Service was re- 
ported by Ralph W. Jordan, director of the Blue 
Cross Plan in Columbus. 


The health of employees is an important factor 
in maintaining the production schedules of indus- 
trial plants at all times, but is especially impor- 
tant in these days of high-pressure war produc- 
tion, according to J. A. Williams, general manager 
of the Curtiss-Wright Corporation’s Columbus 
plant. 
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Display used by Michigan Hospital Service. The frames on 

either side of the map are used to display current statistics 

and may be withdrawn and changed to suit special needs. 

The large buttons indicate location of branch offices, the 

smaller chrome buttons identify communities where the 

plan has one or more participating hospitals. The display 
was on view at the Tri-State Assembly recently. 





Blue Cross float in the “I am An American Day” parade in 

Boston. Despite rainy weather, over a half-million spec- 

tators turned out to witness one of the largest parades in 

Boston’s history. The Blue Cross float was given a favor- 

able position in the non-commercial division, directly behind 
the Red Cross. 
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A DBrullhiant 


OF EFFECTIVENESS AND SAFETY 





The two prime requisites of an antiluetic, effec- 
tiveness and safety, are fulfilled in Mapharsen.* 
Scores of medical papers during the last decade 
record its relative safety and low incidence of 
reactions in comparison with other arsenicals. 


A review of the literature since 1935 reports on 
269,326 injections of Mapharsen with a ratio 
of one death to 67,332 patients, which is less 
than one-half the death rate from neoarsphe- 
namine.! Only six fatalities have been reported 
from several million doses of Mapharsen. 





Mapharsen (meta-amino-para-hydroxy-phe- 
nylarsine oxide hydrochloride) contains 29 
per cent arsenic in trivalent form and requires 
only one-tenth the arsenical dosage of arsphe- 
namine. It is decidedly convenient to use as it 
does not require neutralization before injection. 
1. Levia, E. A. & Keddie, Frances: J.A.M.A. 118:368, 1942 
Supplied in 0.04 Gm. and 0.06 Gm. single- 


dose ampoules, and in 0.4 Gm. and 0.6 Gm. 
multiple-dose (10 dose) ampoules. 


*TRADE MARK REG. U. S. PAT. OFF. 


Mapharsen 


A PRODUCT OF MODERN RESEARCH 
OFFERED TO THE MEDICAL PROFESSION BY 


PARKE, DAVIS & COMPANY 











DETROIT MICHIGAN 


ym a woodeut of Albrecht Durer 
-1528) representing the first appear- 


of syphilis in, Nuremburg.in 1496. OVER 75 YEARS OF SERVICE 
a TO MEDICINE AND PHARMACY 





June, 1942 








Of Interest to Administrators 


Fuel 


The War Production Board warns of an in- 
creasing shortage of fuel transportation as fall 
and winter approach. This warning includes an 
appeal to every consumer to lay in during the 
summer months as large a reserve supply as stor- 
age facilities permit. This warning applies to 
both coal and fuel oil, but on account of the short- 
age of tank cars, the oil situation seems to be the 
more acute. Already restrictions have been placed 
on the conversion of plants from coal to oil fuel. 
The threatened oil shortage applies particularly to 
the east coast, but in general will probably vary 
in proportion to the distance from oil pipe lines. 
The coastal areas which have depended upon 
tankers will be in greatest hazard because of the 
existing east coast and possible west coast sub 
menace, and because of the necessary diversion of 
tankers to serve the Navy. 


The problem is so acute that the Reconstruc- 
tion Finance Corporation is offering loans to fuel 
dealers to assist them in carrying the maximum 
possible stock piles. 


Rubber 


Administrators must use every effort to con- 
serve rubber goods to the absolute limit. Ninety- 
eight per cent of the sources from which we have 
in the past secured rubber are now controlled by 
the Rising Sun. Even if that control were broken 
tomorrow it would require months for these 
sources to be brought back into normal production. 


The production of synthetics is not immediately 
promising. The year of 1942 is expected to see the 
production of about 28,000 tons and the year 1943 
is now expected to see the production of more 
than 450,000 tons. 


Other sources of rubber such as guayule and 
Brazilian rubber are but a small help. Guayule 
requires eighteen months from seed to the crude 
rubber and the plant is destroyed in the process 
of harvesting and extraction. 


Although Brazil is the original home of the rub- 
ber tree, its present production is only about one 
per cent of the normal needs of the United States. 
Since it requires several years for plantation rub- 
ber to come into production, our only immediate 
help must come from increased harvesting from 
wild trees. The difficulties and dangers of this are 
such that it is said to cost the life of one native 
for every ton collected. 


The United States has been using about 766,000 
tons a year and our brethren of the United Na- 
tions need an equal amount, which we must sup- 


ply. 
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With this demand it appears possible that with 
the utmost economy of rubber, the denial of al! 
nondefense civilian use, and the realization of our 
plans for the production of synthetics the amount 
now on hand may last through 1943 at which time 
the new sources of supply may be able to meet the 
most exigent needs. 


Conductive Floors and Shoes 


The study of means of preventing anesthetic 
gas explosions has centered largely on means of 
preventing the accumulation of static electricity. 
The study of conductive materials for this purpose 
is a highly technical procedure, since it involves 
determination of the resistance of the material 
not only as it leaves the factory but how long and 
under what conditions the conductivity will per- 
sist, as well as the adaptability of the material for 
the use to which it is to be put. The Underwriters 
Laboratories, Inc. have undertaken the testing of 
such materials as are submitted and grant the 
privilege of use of the Underwriters seal on such 
as have given satisfactory response to their test- 
ing procedure. To date at least one conductive 
rubber floor material and one conductive soled 
shoe have been so approved. 


The shortage of rubber has given impetus to 
attempts to develop nonrubber materials for floors 
which would be similarly conductive. In at least 
one case a hospital has followed the lead of a lead- 
ing explosives laboratory and installed a floor cov- 
ering of sheet lead connected to an adequate build- 
ing ground. This material has the advantage that 
it is obtainable, is adequately conductive, is rela- 
tively free from slip hazard, is easily patched, and, 
when no longer needed, can be removed and sold 
at a relatively good salvage price. 


Manufacturers are busily trying to develop ma- 
terials of a plastic type which will meet the re- 
quirements. There is at least one and possibly 
two which promise well but none has yet been ap- 
proved by the Underwriters’ Laboratories. One 
difficulty encountered has been the fact that the 
materials show a fluctuating conductivity, seem- 
ingly due to their varying degree of moisture con- 
tent. This moisture content is usually high when 
the floor is newly laid, but as it loses its moisture 
it also loses conductivity. When fully seasoned the 
conductivity may fluctuate with the humidity of 
the air. In fact, one such floor installed in an am- 
munition plant did not, when first tested, show an 
adequate conductivity but when the air condition- 
ing plant was put into operation the conductivity 
rapidly rose to a safe level. This experience sug- 
gests that similar materials may prove satisfac- 
tory in air conditioned operating rooms even 
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@ Navy training helps to build strong, 
healthy bodies. 


First in command of establishing health 
habits in civilian life is the family physician. 
When the daily routine for regular bowel 
habits is disturbed, the physician’s recom- 
mendation of Petrogalar* frequently facili- 


tates a return to normal. 


Petrogalar helps soften the stool and 
renders it mobile for comfortable bowel 
movement. Consider Petrogalar for the 


treatment of constipation. 


FOR THE TREATMENT OF CONSTIPATION —_—_— 


Petrogalar 





*Reg. U.S. Pat. Off. Petrogalar is an aqueous suspension of pure 
mineral oil each 100 ce. of which contains 65 cc. pure mineral oil 
pended in an aq jelly containing agar and acacia. 





Petrogalar Laboratories, Inc. + 8134 McCormick Boulevard + Chicago, Illinois 
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though they may not show satisfactory results 
under the more rigorous testing laboratory condi- 
tions. 


The use of various types of devices for the con- 
trol of static may get a practical trial in wartime 
explosives plants as there is a wide variation in 
methods used. This experience cannot be compre- 
hensively studied until the conclusion of the pres- 
ent emergency, but such fragmentary evidence as 
is already available indicates that conductive 
floors and conductive shoes are very probably an 
integral part of the protective system. 


Blood and Plasma Banks 


The Federal Security Agency has recently an- 
nounced grants to hospitals of not exceeding 
$2000 for one hospital for the purpose of estab- 
lishing blood and plasma banks. 


Eligibility for these grants requires— 

1 That the hospital be located not more than 
three hundred miles from the ocean or gulf 
coast. 

2 That it have a capacity of not less than two 
hundred beds, exclusive of bassinets, pro- 
viding however that two or more hospitals 
having a combined capacity of two hundred 
or more beds may submit a cooperative proj- 
ect designating one of the participating hos- 
pitals as grantee. 

3 That it must be on the approved list of the 
American College of Surgeons and the Hos- 
pital Register of the American Medical As- 
sociation. 

4 That it must have on the professional staff 
a physician whose qualifications are the 
equivalent of those required for diplomats of 
the American Board of Pathology. 


A hospital desiring to receive a grant shall sub- 
mit a plan to the Chief Medical Officer, Office of 
Civilian Defense, who is authorized to receive 
such plans on behalf of the Surgeon General of 
the United States Public Health Service. A plan 
shall contain the following information: 

1 The number of hospital beds classified ac- 
cording to use; 

2 The name and qualifications of the physician 
who will direct the plasma project; 

3 Description of present blood and plasma 
project, if any; 

4 The type and amount of plasma reserves 
which the institution desires to prepare; 

5 The delivered price of equipment necessary 
to complete the existing facilities for preparing 
such plasma—such items to be numbered and de- 
scribed in accordance with the equipment inven- 
tory in “A Manual on Citrated Normal Human 
Blood Plasma,” issued by the Office of Civilian 
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Defense, or equivalent approved substitute equip- 
ment. 

6 The materials or labor, if any, needed for 
adapting existing quarters to the needs of the 
blood plasma project; 

7 The salaries, if any, to be paid additional 
personnel until the plasma reserve has been pre- 
pared. Salary items shall also show the proposed 
periods of employment for each individual and the 
proposed monthly rates of pay. 

When a plan is recommended by the Chief Med- 
ical Officer of the Office of Civilian Defense for 
the approval of the Surgeon General, the hospital 
will be furnished a budget and acceptance form 
to be signed, notarized and returned to the Chief 
Medical Officer, Office of Civilian Defense. 


Section III. Conditions of Grants 


1 The hospital shall agree to build up a plasma 
reserve of at least one unit per bed within three 
months after delivery of the necessary equipment. 
A unit of plasma is that amount derived from 500 
ce. of citrated whole blood, consisting of about 
250 cc. of liquid plasma; 

2 The agreed amount of plasma reserve shall 
be maintained for use without charge and only 
for treatment of casualties caused by enemy ac- 
tion. The reserve shall be released for use in other 
local hospitals for this purpose on order of the 
local Chief of Emergency Medical Service and for 
transfer within the state on order of the State 
Chief of Emergency Medical Service, or transfer 
from one state to another on the order of the Re- 
gional Medical Officer, Office of Civilian Defense; 

3 Liquid plasma shall be kept from being out- 
dated by replacement of older by newer plasma. 
Replaced units may be utilized for current needs 
of the hospital in the treatment of its regular pa- 
tients, provided the plasma reserve shall not be 
allowed to fall below the stated minimum; 

4 All plasma shall be prepared in accordance 
with manuals of the Office of Civilian Defense pre- 
pared by the Subcommittee on Blood Substitutes 
of the National Research Council; 

5 The hospital shall agree to continue the 
plasma project for its current needs after the ex- 
piration of the Federal Grant and to maintain for 
the duration of the war the minimum stated re- 
serve; thereafter the reserve may be used by the 
hospital without restriction; 

6 A record shall be kept of all blood donors, in- 
cluding their blood types, to expedite obtaining 
donors for emergencies ; 

7 No funds made available under the grant 
shall be used for the payment of blood donors; 

8 Any blood plasma project under this pro- 
gram shall be subject to inspection by authorized 
representatives of the Surgeon General of the 
Public Health Service. 
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CORRECT OFF-CENTER POSITION 
FOR CHOLECYSTECTOMY 


The Problem — Different patients impose 
different lighting problems. Location of or- 
gans, obesity or emaciation of patient, char- 
acter of operation—all may affect the angle 
of the incision. Yet, light must be projected 
to the bottom and uniformly along the sides 
of every incision. The path your scalpel is 
to take must be adequately illuminated. 











The Solution—A Castle Operating Light. 
Not only can it be pre-adjusted to a basic 
position, anywhere within a 7-foot circle, 
but, during the operation, it can be precisely 
adjusted—at the touch of a fingertip—to 
project the full concentration of light along 
the axis of vision, regardless of the angle the 
incision takes. 


Write for booklet ‘Vision In Surgery’ 


WILMOT CASTLE COMPANY, 1276 University Avenue, Rochester, New York 


CASTLE LIGHTS 


June, 1942 






7 
ME 
= 


Track rotated to position 
approximately 10° from the 
line of table. Light halfway 
between center and end of 
track,tilted to project beam 
at 60° angle for maximum 
penetrationofincisionwith 
minimum interference, 














CASTLE REFLUX STILL 
provides 10 gallons per hour 
of pure pyrogen-freedistilled 
water.Has large, specially de- 
signed deconcentrator. Con- 
tamination of condensers 
and “‘carry-over’’ or entrain- 
ment eliminated. Easily dis- 
mantled for cleaning. Has 12 
gallon P YREX Storage Tank. 
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veloped following the World War I. The min- 

imum standard has not been essentially 
changed, however, special minimum standards 
have been developed for practically every profes- 
sional department of the hospital. Many of them 
have called for additional personnel, equipment, 
space and money. We now take them as a matter 
of course in almost all hospitals and would hesi- 
tate to forego any of them. 


Te hospital standardization program was de- 


In normal times, a majority of these services 
have been operated with the help of interns, tech- 
nicians, students and the younger members of 
the staff at a comparatively small cost. 


Many hospitals, because of their ability to ob- 
tain sufficient funds, have far exceeded the estab- 
lished minimum standards. Others, because of 
their teaching value, have been able to attract 
young physicians to their services. 


It is remarkable how well hospitals were able 
to carry on during the years of depression on the 
high plane as established during the period of 
prosperity. 


But now we are at war and if we are to con- 
tinue to give “the proper care to the sick and in- 
jured” as this program is summarized in the 
Manual of the College, we must readjust our hos- 
pitals on the basis of the present and the imme- 
diate future. All factors must be considered and 
the standards for war time service may differ in 
all parts of the country and in all communities. 


All hospitals in the community will have to be 
considered together and the various departments 
will have to be considered on the basis of the 
whole institution. -Much of the duplication of 
personnel and equipment will have to be elimi- 
nated. Hospitals must take their place as a part 
of the war program and endeavor to eliminate all 
personnel who can be spared for war service from 
their organizations. The tendency to keep all pos- 
sible personnel for our own hospital is not in the 
spirit of the times. 





Presented at War Session, American College of Surgeons, 
Minneapolis, Minnesota. 
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Adjustment of Hospital Service to Present Needs 


PAUL H. FESLER 





The Author 
@ Paul H. Fesler is Business Manager of 
Nopeming Sanitarium, Nopeming, Minne- 
sota. 





It will become necessary that certain procedures 
which have seemed to be absolutely essential in 
ordinary times will have to be modified and in 
many cases completely eliminated. We will not 
only have the obligations of taking care of our 
ordinary services, but we will have to increase 
these services because many doctors, nurses, and 
others in the community will be called into the 
military and naval service. Home calls will be 
greatly limited and an increasing number of pa- 
tients will require the services of the hospitals. 
It may not be possible for us to build new build- 
ings, or additions to our present plants. We will 
have to get along with what we have, and in many 
instances with much less than we now have. 


Making the Best of What We Have 


But just how are we to maintain our standards 
of service during such a period? 


First: Hospital board members, administra- 
tors, members of the staff and heads of a depart- 
ment should familiarize themselves with what is 
considered necessary to assure each patient en- 
tering the hospital complete scientific care, and 
with these standards in mind proceed to stream- 
line the organization to assure such care with the 
least possible friction and full use of facilities. 


Second: A careful study should be made of the 
physical plant and where possible departments be 
combined or eliminated, so that each special lab- 
oratory, diet kitchen, nurses station, and service 
department may serve a maximum number of 
patients with the least possible effort and expense. 


Third: The duties of the personnel of the in- 
stitution should be carefully studied, so maximum 
service can be given to the patients by the profes- 
sional trained personnel and where possible lay 
workers be trained to assist the professional staff 
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so that as many as possible may be released for 
the service in our country’s armed forces. 


In many instances the wives of our employees 
will be found most useful. These lay workers 
should be trained to work in a given special de- 
partment and not transferred from place to place. 
Full use should be made of volunteer workers 
under trained supervision. Married nurses should 
be called into service and in certain communities 
convalescent patients and patients with chronic 
diseases should be cared for in homes or institu- 
tions outside of the hospital. 


All of the employees should be made familiar 
with the importance of any changes in routine we 
are going to make, and all of them should be im- 
pressed with their responsibility, and those who 
are unwilling to cooperate and who are more in- 
terested in outside influences, should be elim- 
inated. The care of the civilian sick is too impor- 
tant, especially at this time, to carry those who 
are not loyal either to their country or the insti- 
tution which employs them. We should be alert for 
signs of sabotage and espionage. In other words, 
to maintain efficient service, we must have ab- 
solutely loyal employees under a strict democratic 
discipline. 


Fourth: We must see that our plant is in 
order. Necessary maintenance and repairs must 
be kept up. In view of the difficulty in obtaining 
certain supplies and equipment, we are informed 
that it is to the interest to the war program that 
our storerooms have necessary replacements in 
stock to make repairs with the least possible con- 
fusion. It is not hoarding to fill our coal bins 
now. This will make more cars available for war 
purposes in the fall. In order to give the greatest 
possible service we should follow the suggestions 
which have been outlined by the American Hos- 
pital Association to be able to care for additional 
patients. The administrators should be familiar 
with the war program in the community but 
should recognize the importance of the hospital 
and keep tight hold on the reins, as the hospital 
may become the most important agency in the 
community on a moment’s notice. These are 
general statements, but are fundamental. 


Board of Management 


The responsibility for any hospital program 
rests on the board of management, and there is 
no place on hospital boards for men with selfish 
motives at this or any other time. The board 
must function through a trained administrator. 
His responsibility, under this war program, is 
greater than in normal times. He must know 
about priorities, the trend in prices, the availa- 
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bility of commodities and keep supplies in stock 
not only for normal use, but for any emergency 
which may arise. He must have the cooperation of 
the staff and all departments if the hospital is to 
render its best service at such a time. There has 
never been a time when the hospital administrator 
needed vision, ingenuity, and originality as he 
does now. 


Medical Staff 


The purpose of the whole organization is to 
see that each patient receives the treatment as 
directed by his doctor. In order to function to the 
maximum, the staff must now be relieved of the 
many details which have been performed by 
younger men who have been or will be called into 
the Service. Records are most important and if 
we expect them to be kept up, it will be neces- 
sary to provide dictating machines or secretaries 
to assist the staff. Many hospitals do not take 
full advantage of the record librarian and their 
assistants. Forms and records should be studied 
and all but essential information eliminated. 
Under present conditions, staff meetings should 
be held at regular intervals and all members 
should be required to attend. 


Heads of departments of the staff will be called 
into the Service and it will be necessary to com- 
bine departments in order to carry on. It may 
be necessary in some communities, where the 
staffs are depleted, for men in active practice to 
assume resident duties for several hours of the 
day in order to maintain uniform service. All of 
this calls for a chief of staff with executive ability 
and firmness. 


The routine care of patients in most hospitals, 
with the exception of patients in serious condi- 
tion, has been the responsibility of residents and 
junior staff members in normal times. This will 
now call for additional service on the part of the 
available staff. Another thing to be considered is 
that patients should be placed in the hospital for 
the convenience of the staff in order to make it 
possible for them to render a maximum service 
at minimum effort. 


The staff will also have additional responsibili- 
ties for the laboratory, x-ray, physical therapy. 
Under the standards, specially trained physicians 
are required to head these important departments, 
but under present conditions, if the specialists 
are called into service, available staff men should 
assume this responsibility or in many instances, 
one laboratory will be able to serve several hos- 
pitals. Hospitals without interns and residents 
will be the rule rather than the exception, and 
staff members will need to assume responsibility 
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and discharge duties which previously have been 
passed to these men. 


The Nursery Service 


The nurses have always carried the heavy load 
in the hospital. During the past twenty years, 
the standards of nursing service have been greatly 
improved. Supervision has been increased, hours 
have been shortened, the work formerly done by 
the young student has been taken over by order- 
lies and maids and in many hospitals, the depart- 
ments have been specialized and nurses trained to 
give exceptional care to certain types of patients. 
The majority of hospitals have already felt the 
shortage of nurses and with the appeal from the 
Government for additional nurses in the service, 
the hospitals, in order to be loyal, will have to 
train additional personnel to take the place of 
trained nurses. This will be best accomplished 
by training young women to work in certain de- 
partments under the supervision of the nurses and 
in some cases even lay persons who have been 
trained for such supervision. This will work best 
if these lay workers are kept in their particular 
departments and not transferred to different di- 
visions in the institution. Special nurses and 
maids, who have been trained to help in the care 
of patients, should be relieved from detailed cler- 
ical work by the employment of clerks and the 
volunteer helpers. 


The “Grey Lady” movement is of great value 
in some communities, but has not been developed 
as it should be in smaller communities. This is a 
good time to develop these volunteer agencies. 
The Red Cross volunteers are now helping in 
some hospitals. Use of special nurses should only 
be permitted where the care of the patients call 
for special care, and should never be used except 
for patients so ill that the doctor feels that he 
must have this special care regardless of the 
ability to pay. 


After many years of effort on the part of the 
National Nurses Organizations, the Government 
has finally recognized the importance of helping 
hospitals in their educational program and is sub- 
sidizing certain institutions in this work. Many 
hospitals are unable to finance nursing schools. A 
number of the fifty schools which have been 
closed in the State of Minnesota could be opened, 
if they were given additional funds for their edu- 
cational program. 


It seems that the nurses courses should and 
could be shortened during these times. Nurses 
who have been out of practice for many years 
have found it of interest to come into the hospi- 
tal for refresher courses in nursing procedures, 
and have been found to be most useful because 
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of the experience they have acquired since leav- 
ing their hospital work. 


Dietary Department 


The dietary department is one of the impor- 
tant departments of the hospital. According to 
the standard, a trained dietitian is required at the 
head of this service. The dietitian and her assist- 
ants should begin now to train lay assistants for 
certain services, as it will be difficult to find a 
sufficient number of trained assistants to keep the 
service on a normal basis during the war. Dieti- 
tians are in great demand for military service and 
those now in training will not all be available for 
civilian hospitals. It may be necessary to train lay 
people to prepare the meals for employees, to look 
after the dining room and perform other duties to 
relieve the dietitian for professional duties in con- 
nection with the staff. 


The administration should study the distribu- 
tion of food, to see that patients are placed con- 
venient to the food services as far as it is prac- 
ticable. The dietitian should be relieved of the 
purchasing as much as possible, but at the same 
time should have sufficient control of it to insure 
the foods required for adequate scientific diet. 
We should investigate the equipment of this de- 
partment and be sure that parts are on hand to 
take care of emergency repairs. The storeroom 
should be carefully watched and staple supplies 
be kept available as much as possible. We should 
train maids to assist the dietitian and the nurses 
in the distribution of food to patients. They 
should be trained to eliminate waste and to per- 
form duties which have been done by student di- 
etitians and other professional helpers. As this 
department spends about one-third of the money 
in the average hospital, it is important that it be 
kept under careful control at all times. 


The Engineer and Service Department 


We are warned to be ready for emergencies. 
Service departments under the engineer will have 
this responsibility. Our engineer should be quali- 
fied, first, by meeting the requirements of the 
licensing board, second, by complete understand- 
ing of all equipment and machinery and with suf- 
ficient ingenuity to make necessary repairs with- 
out dependence on outside assistance. The engi- 
neer should train his assistants to be able to 
function if he is absent from the institution. It 
is imperative that he have a complete understand- 
ing of the electrical and water supply, with all 
switches, motors, cut-offs and so forth, and he 
should be familiar with the regulations which will 
be set up in regard to blackouts and other war- 
time precautions. He should see that equipment 
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peacetime customers and are striving to distribute 
essential supplies as equitably as possible. It is 
the patriotic duty of all to order no more than 
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ment, so that it will serve longer. Be patient while 
we are giving materials needed to win final Victory! 
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is available for the immediate removal and pro- . 


tection of all patients if necessary, and to set up 
facilities for the admission of an unusual number 
of new patients. 


The matter of fire protection is important and 
the fire fighting equipment, signals and so forth 
must be understood by the entire engineering 
staff. The local fire department and the State 
Fire Marshall are glad to help make such plans. 
The instructions relative to the control of incend- 
iary bombs must be understood. The engineer 
has a major position in the hospital at this time, 
and his advice and council should be respected by 
the board and the administrator. If his author- 
ity is not sufficient to carry on his functions, his 
value will be lessened. Too often men without 
vision and training hold these important positions 
in the hospital. Good men above military age are 
available if we are willing to pay the price. 


A qualified engineer should be on the grounds 
at all hours and, under present conditions, enough 
men should live in the institution to assure com- 
plete protection. One reason I emphasize this 
department is that women will have to assume 
positions formerly held by men as _ janitors, 
kitchen helpers, and so forth, so this will mean 
that the engineer, firemen, carpenters, painters, 
electricians and watchmen will be about the only 
group available and should form a sort of emer- 
gency unit. 

Housekeeping 


This is an important department of the hos- 
pital which is not always given its proper place. 
A good housekeeper will work closely with the 
nursing and dietary departments. Duties of maids 
in many instances may be arranged so the work- 
ers are interchangeable. In almost all institu- 
tions, the maids should work as a part of the 
nursing staff and be directly under the nurse in 
charge of the unit. The maids can do many 
things for patients which have been done by 
nurses. They can be trained for this work and 
only limited to duties not professional. In 
many hospitals workers now known as nurses 
aides are making beds, in some instances, bathing 
patients. These women can carry trays and per- 
form other duties under the supervision of the 
nurse as well as cleaning work, all of which will 
help at this time. 


_ Patient Help 


In many hospitals, we have convalescent pa- 
tients who can be of help and will be glad to ren- 
der service if they realize the importance of it 
as a part of the war efforts. Some of the work 
which has been done by occupational therapy de- 
partment is not of practical value. I think we 


110 


could find duties for these patients which would 
contribute much to the smooth operation, and I 
do not think it would be improper to give them a 
small stipend for the service rendered to the in- 
stitution. 


Out-Patient Department 


Another department of the hospital which is 
most important at this time is the out-patient 
department. Many patients who are not filling 
beds in hospitals could be cared for as out-pa- 
tients. However, as the younger men have carried 
the load as far as professional care is concerned, 
it will be necessary for the older members of the 
staff to take this as a part of their responsibility, 
and make more space available by setting up an 
out-patient service. In such service the follow- 
up dressings for hospital patients could be per- 
formed by members of the staff. Of course it will 
be necessary for the hospital to furnish a certain 
amount of nursing and other assistance for the 
conduct of such a department. 


Social Service Department 


The social service department is important and 
will have unusual duties to perform. However, 
as there is a scarcity of trained social workers, 
it would be well to try to find volunteer workers 
to carry on some of this work, as many patients 
can be discharged from the hospital if their home 
conditions are arranged for their care. In many 
communities, there will be found a social worker 
or a public health nurse who can give instructions 
to volunteers. Those who have received the first 
aid and volunteer training of the Red Cross should 
be of great help. 


Summary 


The board, the administrator, and the heads 
of the key departments of the hospital will have 
to feel that their responsibility in this war effort 
is in their own hospital and to their own com- 
munity, and that they should relieve as many 
workers as possible to enter the war service. 


They should conserve supplies and make sure 
that they are ready for emergency; that all the 
beds possible should be available in the most con- 
venient locations for the care of a maximum num- 
ber of patients, and that the acute hospital should 
be primarily for the care of patients who cannot 
be cared for otherwise and that other units should 
be found for the care of those who do not need 
this sort of care. The public relations program 
should be carried on in such a way that the com- 
munity will appreciate the value of its local hos- 
pital. Hospitals should work together so there will 
not be duplication of equipment and personnel, 
where it is not needed, and all work for the one 
thing—WINNING OF THE WAR. 
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Costs— 

Accounting — Pay cafeteria for personnel, 

NPPQUNG ooo ois oie sare Caw cconed ares wae guene Apr.- 53 
Central supply room and installation, Reese..Mar.- 48 
Commodities, Rising —Ed.........ccccsccscoes Jan.- 67 
Hospital service, Meeting rising, Turnbull....May- 58 
Laundry installation, Unique hospital, Savage. Feb.- 75 
Pharmacist in hospitals of less than 100 beds, 

Feasibility of full-time, Reamer........... Jan.- 49 
Problems of hospitals in wartime, Practical, 

GARI rea a dare Sere 0 aie ei bi bein wie exh vii ceaherd oar ¥'e May- 95 
— to saving hospital dollar, Hennin- 

Dealer een ele ole Segsieln eH Strela men ama ernetne June- 82 

auacial diet kitchen—Is it necessary? De Hart. Feb.- 82 
Cutter, William D., M. D.—Obituary .......... Feb.- 74 

D 
Degassing stations, Morrill, Warren P., M.D..... June- 34 
Detergents—Recent advances in dishwashing 

OCR Ce  RUENCIRG ooo 5c 3) oa et acc ne gnictna ae omerales Mar.- 60 
Diagnostic facilities in small hospital, Laboratory 

SEE CONGUE 5 osc c6lo hs here ec enaie we Molde emes Apr. 20 
Dietary Department— 

Diet kitchen, special—is it necessary?, De 

PEE IOROUINE oo.s'o oS <:0b pc Remen mance anes. Feb.- 82 
Dishwashing technique, Recent advances in, 

ROUIORee TOA ply WEe Ess .-4.6 vcsnnieas wome coe Mar.- 59 
Food rationing for hospitals—Ed............ Mar.- 65 
Foods—F acing war demands, Morrill......... Mar.- 35 
Meal-time mechanics at Delaware Hospital, 

RGR Roc aera ier ws og cltos seats eke alee a we i oT wen Jan.- 22 
Pay cafeteria for personnel, Installing, Har- 

OPENER Sana cieie dare dale ey oleae Caine hake ied sie Feb.- 90 
Pay cafeteria for personnel, Troutt........... Apr.- 52 
Refresher course for dietitians, Teacher Col- 

lege Columbia University.................. Feb.-106 
Selective menu versus single menu for ward 

NRRUENIOE @OILIDs 3. 05) :'s1c 6: scare ore dae o lw ones Seer e Apr.- 61 
Sugar in hospitals, Annual consumption of....Mar.- 19 
Sugar rationing, Hospitals and.............. Mar.- 20 

Dallas, Texas, Methodist Hospital employees 

buying saving stamps and bonds............ Feb.- 94 
Davis, Carolyn Edson—Obituary............... Mar- 63 
Decontamination station and equipment—Physical 

protection of hospitals, Report of committee on.Feb. 28 
Digitalis—Common sense materia medica in hos- 

RRC = CRON oo ore cos bowie inicio mids ois etoee aero Jan.- 29 
District of Columbia, Temporary hospitals for..Feb.- 92 
Double pavilion hospital plan, Neergaard, 

CHIRMCRE a as ogie oc cisco nreees Han meedencde cs ar.- 21 
Drugs and chemicals—Facing war demands, 

IVROR EELS crete otras. or ces what Walaa ie welne Mom wawees ar.- 34 

E 
Economize, We must, Munson, Howard A........ Apr.- 33 
Economy helps prevent scarcity, Aita, A.A...... May- 33 
Editorials— 

Pe ONOAt HONCIRCUONS « ..6.0.55 o ceclewded ccs ncteed June- 65 

All shoulders to wheel, J. E. R............. Jan.- 66 

Baenr: Colonel Georges... ce. cic ecc cos wneee Mar.- 65 

Federal grants to hospitals................. Mar.- 67 

Food rationing for hospitals................ Mar.- 65 

Moract Nob these. Br I. Bo. 66.00 s:0s 02 60d wove Apr.- 66 

Government assistance for students in medi- 

GME ag ch cera \ oe hs oes Cis Cay SEO RE Meee Dao 66 
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RGalUly a RIRIOG so < oo oe Corded bee a serenecen ee June- 64 
Hospital benefit payments under social se- 


CURING IB s o.oo sn cnccad cegncse menu tute ea Feb.- 67 
Hospital executive’s philosophy—F. A. W..... June- 64 
Hospital policies in post-war period......... Feb.- 65 
Hospitalization of civilian casualties........ Mar.- 66 
Hospitals and accelerated program of medical 

COMM wg wadcicacs ended cette ahs eas Apr.- 67 
Hospitals and federal tax regulations........ May- 65 
Hospitals and office of civilian defense...... Jan.- 66 
Hospital service int, 1941... 2 ccciccccnccsces May- 67 
Hospital war budget—E. M. B................ Feb.- 66 
Lessons from Britain—J.E.R................ Mar.- 67 
Let us “tighten oF: DeNe.~. ...<<.cccecescs Apr.- 68 
Meeting our national emergency—A. S. B.....Feb.- 69 
WMorale—-G. He Biv cease cakewne vans cecceee atten Apr.- 65 
INStIONG) HOMDHEHE OGG ci - sc cweccdsse ese scenes Apr.- 65 
New “Rana SOG. «.. ooxec sed cciccnsaseaseamd Jan. 67 
New trustee, The (A trustee)............. Feb.- 69 
OUD GORE RE TOUS oo Sas oiv'c Seth etidcca ede de ws Jan.- 65 
Our contribution to victory...............-- Apr.- 65 
Our hospitals are on the alert—M. T. M....... Feb.- 7i 
Revenue lawl OF MNGi <n cick coeceersesacces ns June- 63 
Rising costs of commodities................ Jan.- 67 
Sahwsigiitioe) 51k: GWG ooo ci6:c ccna dinadiaie oes May- 68 
Salvaging scarce materials................... June- 66 
Schools of nursing should shorten courses for 

period of emergency—F. A. W............. eb.- 68 
Services of supply—Ed “ES PET Pee rE Ce May- 66 
Shall intern training be accelerated?.......... June- 66 
Taxation of charitable institutions including 

HOMNIMGUS op ca cacredcatcastddagdeacuaaas es pr.- 68 


War spurs public interest in hospitals—M. T. 
M. 


What are you doing to win the a G. P.. Feb.- 70 

What can our hospitals do?—G. Bes aia Feb.- 68 
Educating the administrator, oa eaten ya tA 

M. D 


Educational program for interns and residents 

in non-teaching hospital, Norby, Joseph G.....Jan.- 18 
Education for graduate nurses, Staff, Thorpe. 4 ".Mar.-102 
Education—Small hospital school of nursing be 

fitted into accrediting program, How should, 

Anderson 
Employees for service industries, Selection of, 


Dane MORNGUNS 4 ye va occa weve donee esaeeas Jan.-116 
Employees’ maintenance for income tax purposes, 
ROSNER GRTAG WEMNORCN Ol go 52/0; So wo wi relma pus otate ee Mar.- 32 


Equipment and operation of emergency medical 

field units, Office of civilian defense bulle- 

Gs cue-Soeiow eaten ele aed e cae eee Feb.- 51 
Equipment, business—L-54—Federal regulation 

affecting priorities, rationing and price fixing. Apr.- 44 
oe sense materia medica in hospital, 


Feathers, Goose and duck—Federal regulation 
affecting priorities, rationing and price fix- 


MN as cwes mlalamee ae dancetalanddce nace aaa Apr.- 40 
Federal grants to hospitals—Ed.............. Mar.- 67 
Federal regulation affecting priorities, rationing 

SIG RIES TESENONS 3 oie Sa wen cde esc Apr.- 39, May- 75 


Federal tax regulations, Hospitals and—Ed....May- 65 
Federal tax regulations relating to corporations 
awe oy charitable services, Lashins, Ivan 


Muda Wicgedatdaaridedadag deeds caadad ay- 21 
Federal “Works Agency—Government’s interest 
Wi Hogue ICING oon oc eccdcceacsccacéens June- 19 
Financial aid for blood and plasma banks, Office 
Cf CR VINNIE CROMER es 6 5 5.5 ou 5 at cc eicn weuie cues Apr.- 32 
Financing new hospital construction........... Mar.- 31 
Fire drill and ward evacuation—Physical defense 
of hospitals, Report of committee on....... Feb.- 22 
Fire prevention and fire fighting, Westwig, Lo- 
ROUEN Ci ncaduweetidcawerycuneteeansenaneads Feb.- 57 
Fire protection—Hospital protection, Turner....Feb.- 41 


Pine thuelt, Portamien. «és ssiwalsece ses cvancsiane Mar.-114 
Floors and shoes, Conductive—Of interest to ad- 


WISUMIRNE sc ce tn acade wi's Ge vaecstndanlses June-100 
Fuel—Federal regulation affecting priorities, ra- 

tigninig: ane peice Twine. <6 .sas sce ccccnwswoes Apr.- 40 
Fuel—Of interest to administrators............. June-100 
Furnishings, equipment and.supplies under prior- 

ities, Obtaining adequate, Crabtree, James A., 

BUR o'e Sacre ecwaete ne eee Cea a Reade aaa ‘June- 53 
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G 
Gas warfare—Degassing stations, Morrill....... June- 34 
General problems of small hospitals as they af- 

fect trustee, Johnston, Stanley.............-. June- 31 
Gift shops, Hospital, Walmsley............... Jan.- 40 
Gilmore, Eugene Stuart, Unveiling of portrait 

OR Nalses canta cabs Sonbo ene ns views aca aeee Jan.- 17 
Government assistance for students in medicine— 

sec cpsene ghee cs ta a eeera nla tanh. wrelb cach Daca ates ew OhW oso eee May- 66 
Government offices—Services of supply—Ed.....May- 66 
Government’s interest in hospitals, Fleming, 

Pariup B., Brig; :Gen., Us 87 As. 6. sess esses June- 19 
Grace Hospital, Northwestern branch of, Bab- 

cock, W. L., M. D.; Noble, Charles........... Mar.- 38 
Gray, Roxanna—Obituary ...............eeeees June- 72 
Grolton, Walter J.—Obituary..............e00: June- 56 
Group hospitalization among farmers as public 

relations medium, Branham, Helen........... Feb.- 80 

H 
Hackley Hospital — Hospital publicity in war- 

RAMDO BOCROOD 0 5 diese aie ssio.e Saiek bas om bias set June- 25 
Hall and darewell. (p0GM)....:'. 5 si06.0 os osc ess June- 85 
Hanner, Guy M., goes to Desert Sanatorium...Jan.- 39 
Healeh @ Priority — Ed... oi. cccoceeccssccvcecces June- 64 
Health service commodities will be allocated to 

hospitals, Available, Oseroff................. May- 48 
Health supplies branch of OPM, Technical council 

150s 5 alts HSE be Os be Ses PR se bbe eels Feb.- 52 
Henrotin Hospital’s school of nursing celebrated 

CICERO OIEREY:. 5 5 vind sucess aieeeees ties oie Feb.-108 


“He who pays the fiddler,” McNamara, John A..May- 85 
Hibbing General Hospital to be operated by 


SSORBONCLING: TOIBURTS s © 5 oo.0\0.0.0.0 oe 070. 6109 a area eee Apr.- 82 
History—Beginnings of hospitals in United 
States—Part II, Ransom, John E............ Jan.- 74 
Hospital and national defense, Smith,. Nathan, 
is aS Se ge ive Steen 2 Ce re eres ar.- 54 
Hospital Book Shelf— 
A. H. A. Manual of essentials of good hospital 
nursing service, Prepared by National 
League of Nursing Education and.......... May-122 
American Nurses’ Association, Facts about 
SRI RNRIE 5 oS 5 i500 og Be ance Bieta aos inva Duss Sele May-120 
Averill, Lawrence Augustus, Ph. D., Kemp, 
Florence, R. R. N., A. M., Psychology ap- 
APRON) RO EON oo 4 6.5 wa Gio-is ORG Sia wise ace 6-5 May-120 
Beck, Amanda K.; Osborn, Lyla M., Reference 
RMN POP UNOS sce cio as cs eee oes 084 Apr.- 92 
Biddle, Harry C., M. A.; Sitler, Disa W., R. N., 
Mathematic of drugs and solutions........ Jan.-114 
Bogardus, Emory S., Ph. D.; Brethorst, Alice 
B., Ph. D., Sociology applied to nursing...... Feb.-114 
Brent, A. M.; Dowis, E. F.; Mosher, Fred D.; 
Peterson, Martin J., 200 ways to reduce en- 
gineering and maintenance costs in hotels, 
hospitals, apartments and institutions...... Apr.- 92 
Clapesattle, H. P., i — ON ee Feb.-116 
Cole, Warren H., "M. . A. C. S.; Elman, 
Ne ee AD rere ey ere eae = Jan.-114 
Commodity Research Bureau, Inc., Commodity 
PRS TR TA ORES ois 9555, 6 Shaw + vss oe see soses Feb.-116 


Cooper, Lenna F.; Baker, Edith M.; Mitchell, 
Helen S., Nutrition in disease and health...Feb.-114 
Crabtree, E. Granville, M. D., Urological dis- 


GRUOE OL DIORRONOT 6 o5555 clea iceeeR oe dewee May-120 
Dahl, J. O., Menu making for professionals in 
SMI RODRBEY 6 5 a's < ssa’ s Asia Nib seine we ee May-122 


Ebaugh, Franklin G., M. D.; Rymer, Charles 

A,, , Psychiatry in medical education. .May-120 
Gamble, Charles W. and Winona W., How to 

PREM UONGY.» vos oa osk ene Wiekan- cast ble weal May-122 
Goldthwait, Joel E., M. D.; Brown, Lloyd T., 

mM. - D> Swaim, Loring T., M. D.; Kuhns, 

John G., M. D.; Kerr, William J., M. D., Body 

NN oa re a ore cere Feb.-114 
Goodnow, Minnie, R. N., Nursing history....May-120 
Grant, Amelia Howe, B. S., M. A., R. N., 

Nursing—community health service....... May-120 
Hess, Julius H., D.; Lundeen, Evelyn C., 

. NN. SPOMRVGTS ANTONE, < ss-< ose ease shes Jan.-114 
Johnson and Johnson, Surgical dressings—their 

MANvTACtUNe BNA MAOB« voi. 65 5 oss cine He see cc May-120 
Manhattan Eye, Ear and Throat Hospital 

senior medical and nursing staff, Nursing in 

diseases of eye, ear, nose and throat....... May-122 
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Millard, Nellie D., R. N., M. A.; King, B 

G., Ph. , Human anatomy and siecislane Feb.-114 
Morse, Mary Elizabeth, A. B., M. D.; Fro- 

bisher, Martin, Jr., S. B., Se. D., Microbiol- 

OIEY ANE TILBOS pio-sjp ovis ca'siseus Sein wey Koleos 6els.e Feb.-114 
National Hospital Day, in time of war as in 

time of depression (Letter by Herbert Clark 


PRIVAT ica sain 5. beieiels b areia'e Sinie-acy @ May-Third Cover 
Cklahens School of Medicine, University of, 

Handbook of resident staff................ Feb.-114 
Pattee, Alida Francis, Vitamins and minerals 

PRP OUI ONO. sos sic cs Sik coc Fie bec aiecinw eels May-122 
Phillipa, Willa M., R. N., Textbook of pyreto 

cine SN Pi ORAS AOS Reni Goan cree Stee Pact yrs ayer Jan.-114 


Raney, Richard Beverly, M. D.; Shand, Alfred 

Rives, Jr., M. Primer on prevention of 

deformity in childhood Bait asp) giao lever aedl ainereuetacd: 7s Apr.- 92 
Rothweiler, Ella L., M. A.; White, Jean Mar- 

tin, B. S., R. N., Art and science of nursing. Feb.-114 
Sense, Eleanor, America’s nutrition primer. ..May-120 
Sewall, Mary, B. S., R. N., Manual of phar- 


WIR TNG IAN coo or ss os ofaras 6 6 nt +c Sioiors Gin ore nao sharers Apr.- 92 
Spalding, Eugenia Kennedy, R. N., M. A,, 
Professional adjustments in nursing Rarcieees ” May-120 


State Board questions and answers for nurses. May-122 
Taylor, Ann M., R. N., Ward teaching-methods 


of clinical = 6 aac he Di Ral Jan.-114 
Underwood, Weedon B., Textbook of sterili- 

Co OS ie eine eS ee eee SI Feb.-116 
—. Hospitals of Cleveland, Diet man- 

ital ska rela taress vais bale schalocs ae oun wiolalececnieceia’ eralevers Feb.-116 

William, Blanche Colton, Clara Barton— 

MR UNUET. (OL (COREY 8: 5:000:0.5:% 01s Sie aicrarsisisiciciois Feb.-116 
Williams, Jesse Feiring, M. D., Se. D., Per- 

BONY DVPIONC APMC. o's: 01e.5:9:0's sco sis eusier sine Feb.-116 
Zabriskie, Louise, R. N., Mother and baby in 

TUF OR ea iacce so hcia slo seveln eo scs Weeidlne c orale brsconera Oe Jan.-114 

Hospital care of patient in civilian defense, 

Pee, SORE PEN Gr cssig ts 3a era cia loxetan svatoy oiere” szergterendtand are Apr.- 23 
Hospital consultant, Remy, Charles Edward, 

PTAs i talsighorcteraeetc giassietaiela tie’ bios ale ey ecbieie vaveus erento une- 50 
Hospital defense PS TIRIO RG 6 chcce ie: sea. pro erties ‘savssatenens Apr.- 63 
ROR ALCOUNICR, | CODE GON oio5,:0:0:455 si0: oieiere:ox0) 6 6 cuore sete Jan.- 60 
Hospital executive’s philosophy—Ed............ June- 64 
Hospitalization of civilian casualties—Ed....... Mar.- 66 
Hospital laundry installation, Unique, Savage, 

Pe pes Feo as aa iw aes wa ca ete er a Be Si oiereer’ Feb.- 75 
Hospital organization for war, Mackintosh, J. M., 

IED +c: chesecove Siete aieleterectreiel ov elelelg octalolwcimcrare eal ne era ps.- 17 
Hospital Planning and Plant Operation— 

Air condition, What is happening in? Apple- 

MOTE esac anajole c:biscosnel ois's's)e/ BAS rs oes Sew se OSE May- 62 
Construction—Federal regulations affecting 

priorities, rationing, and price fixing....... May- 75 
Copper banned for thirteen more plumbing fix- 

TART EO OOS ip Soc iso oc atk os anos oieiateis os els wars May- 40 
Degassing stations, Morrill ...os sic. ccccsscvss June- 34 
Double pavilion hospital plan, Neergaard..... Mar- 21 
Financing new hospital construction......... Mar.- 31 
Furnishings, equipment and supplies, under 

priorities, Obtaining adequate, Crabtree..... June- 53 


Government’s interest in hospitals, Fleming...June- 19 
Grace Hospital, Northwestern branch of, Bab- 


Or Ii 17) 5) (aR es St CDR ORG egy na Mar.- 38 
Hospital consultant, Remy. 3. 60.3 cecsc'cseees June- 50 
Humidification for nurseries, Safe, Brech- 

MANUIE 61a fs oso cain is ocatorg SIA Tolw diab /olavoioiarg acewiisis-< 5% June- 44 


Laundry installation, Unique hospital, Savage. .Feb.- 75 
Dietary department—Meal-time mechanics at 


Delaware Hospital, Beach..............000. Jan.- 22 
Federal grants to hospitals—Ed............. Mar- 67 
Physical protection of hospitals, Report of com- 

MIIUOEO ONS 55,045 Sry stea! Scohal drain Gia STS eee soe ois Feb.- 13 
BIG ACER 558 aoe ois pie bre sais ee Swine Cee May-114 
Supply room, central, and cost of installation, 

ORNS askance aSre ceislnss G4 i01d s Sbie wate Siete ree S Mar.- 48 
Hospital policies in post-war period—Ed......... Feb.- 65 
Hospital procedures, Course in emergency ...... June- 33 
Hospital protection, Turner, Joseph, M.D........ 

ata ase eus ters Te aie orate GIe elena eee a eae ete aie Feb.- 35, Apr.- 69 
Hospital report, Mooney, Fraser D., M.D., C. M. Apr.- 45 
Hospitals and office of civilian defense—Ed. ....Jan.- 66 


Hospitals’ cooperative effort—New England Hos- 

pital Assembly—Presidential address, Hiebert Apr.- 87 
Hospitals do your duty now (Quote), Baehr, 

REOOPIOD MRED, (cies oui brctauereraverorovete's (ors Jan.- Third Cover 
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Hospital service adjustment to present needs, 
PCIE else ios SG Bale sido slow ep cee vue kSetee cas June-104 
Hospital service plan in small community, Gold- 


MEUM, PEOMR, TED. occ cc cecwcccsescccccces an.- 56 
Hospital service plans—Analysis of “A hospital 

service plan in small community (by Goldmann, 

Franz, M.D.), Thompson, Allen B........... eb.- 81 


Hospital service plans — Group hospitalization 
among farmers as public relations medium, 
PURINA 85 Soho cisiea tea Ae rncepiben ae oeaalee oo. Feb.- 80 
Hospital service plans—See also Blue Cross Plans 
Hospitals Se to civilian needs, Keeping, 


CCRC. I NTE css cacee Vee bab cba 6 ole ay- 27 
Hospital shops, Walmsley, Joseph T., Mrs....... Jan.- 40 
Hospitals in changing world, McCarthy, Ray F. 

Sriaitiale MUTA of RVA Ruka ici ol ese: S WOE TG a nie Vier s alate g eOG June- 47 
Hospitals in emergency medical services, Role of, 

Bachr, George, M.D, .........cceseccescccees ar.- 13 
Hospitals in wartime, Practical problems, 

DN OL ooo o cr e' er slats 6 Ve aes celearmes SERS May- 95 
Hospitals now and after war, MacLean, Basil C., 

ME es cheno ee aera yas iat ocel'e! os Ul easel a ai eicie aks Oar 6 te une- 13 
Hospital—the tree of life, Bacon, Asa S ........ Feb.- 30 
Houston, Texas to have cancer hospital eld weiarda June- 81 
Houston, Texas, New cancer machine at Memorial 

MPOMEIRD Rosco fis. board vce os ok ond iasia eae Ramee Feb.-106 
Houston, Texas, Way births are announced in...Mar.-114 
Human element in _ personnel management, 

PINOY, EANIPONCO A'S soos chic csiore ebjes ceiniee ee May- 13 
“Human” hospital—its size, its personnel, Wallace, 

RICO ea BG vo fo caisia ce cee eo corcsew ae meeccwes May-103 
Humidification for nurseries, Safe, Brechting, E. 

Ble i oe ATR: Ge oP oes (oi DAO Sl Wes Sete Tes AMY iw OF June- 44 
PIVNOUCTINIG MOCUIOS? 6:52 = occ caves ceceneve-owele Ks Feb.-106 
I 

Importance of improved service as basic of public 

relations, Goodloe, Henry Le... o..cccscccenses eb.- 99 
Indigent patient, Municipalities and voluntary 

hospitals cooperate in care of, Lutes .......... Jan.- 46 
Infant care—Mothers’ milk bank in large munici- 

Pal Hospital, CHAMBERS. oo. ccs coe es cuccaewecs June- 79 
Institute for hospital administrators, Cornell 

PE MERSNU cated os sete os ala aco a wer id Sanat gr eer’ June- 46 
Institute for hospital administrators, First south- 

RGEC oo aud 5 die’ ls sore Gada SRG ee ene ae meee Jan.- 81 
Institute for hospital administrator, Second New 

ABIBILON Ss. 5.66 al bc: Sortao, 0.6.88 a alew ewer Apr.- 22 May- 88 
Institute for hospital administrators, Sixth an- 

Wi MEEOEIETCNOG 6,08 5 o5 oho bcd. o oo nro ws ecrerle sine we Jan.- 84 
Institute for hospital administrators, Tenth an- 

Bier CMLCRIN OS 0 ahs: c/a re: he's 5 04)ere slew Ran elele cous May- 39 
Institute on hospital accounting dates changed ..Mar.- 98 
Institute on hospital accounting, Second ........ May- 88 
Institute on hospital purchasing, Second annual..May- 43 
ERGGIOIS THCINDERNG: © 2 oc oad oso inc soo ons nemeeees Mar.-118 
Insurance acts, Status of hospitals under social 

security and unemployment, Burrell .......... May- 69 
Insurance rates in New Jersey, Workmen’s com- 

HOUNGAtION, FRGMMON, viscico cic oewo.s ceeeceee’s Mar.- 29 
Insurance, Richard M. Bradley experimented with 

Miah in LOte GF GICKNOCGE 6.0 occ hve ow eevwuees June- 54 
Interns and residents . defense program, Status 

of, Cutter, William D., M.D. ............+... an.- 13 
Interns and residents in non-teaching hospital, 

Education program for, Norby .............-- an.- 18 
Intern shortage—Hospital and ‘eaten defense, 

REGIE oarcicle cts persis Mole tae bila A Om ality. Sees inl o's Mar.- 57 
Intern training be accelerated, Shall?—Ed...... June- 66 
Intern training—Hospitals and accelerated pro- 

gram of medical colleges—Ed. .............. Apr.- 67 

K 
Kellogg, W. K. foundation—A great benefaction 
MES Cieiel ek visi ale ie oi oMere we Ge Mieiaaral A Maree eee June- 65 
L 
Laboratory and diagnostic facilities in small hos- 
pital, Heonard, John €.; MD. é ie csccsosiviee Apr.- 20 


Large hospital, Auditing medical work of, Clute. Apr.- 49 
Laundry—Bleach-making machine for laundries 

solves shortage of chlorine bleach ............ Jan.- 97 
Laundty-—Gnlomine. =... cis savscacenasosctiees Mar.-116 
Laundry installation, Unique hospital, Savage ..Feb.- 75 
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Law and Legislation— 


Care and disposition of corpse .........---+. Mar.- 78 
Doctrine of exemption as influenced by practi- 
Cn) CONSIGERAGION o.oo cee cciccaccacccececcces eb.- 78 


Federal tax regulations relating to 7 gaa 
engaged in = services, Lashins ....May- 21 


“EAMRGDE G6G NOW coxcccccacecectccedecces Jan.- 67 
Revenue law of 1942--Kd.. Cauadududetaws June- 63 
Social security and unemployment insurance 
acts, Status of hospitals under, Burrell ..... May- 69 
Legal aspects of accidents in nursing division, 
Piazza, Ferdinand, M.D. .........ccccccess ay- 79 


Legal Decisions Important to Hospitals— 
Eligibility of doctors to use its operating room, 
Court upholds right of hospital to decide. 
Ky. 


(Okla) cuted avasddceecienacuanmraaentes "Jan.- 89 
Government agency, Negligence of (Mich.) ..May- 89 
Injuries sustained on hospital he a Suit 


by visitor to recover for (N. H.) ........ May- 89 
Injury received while unconscious, Suit to re- 

cover damages for supposed ( Ga.) Dai eaeas Mar.- 79 
Injury to visitor, Liability for (N. H.) ........ Apr.- 81 
Motor vehicle safety-responsibility law of New 

GE, ck dicsccckcnsdeadenaccastanasecéadas Jan.- 90 
Negligence in maintaining premises, Liability 

fae ON, Weal ccccsecedetacavensaaleeeeeus Jan.- 90 
Negligence of employee, Liability for (N. Y.) .Apr.- 82 
Nonprofit association, Liability of (Tenn.)..... Jan.- 90 


Suicide, Liability of sanatorium for (Tenn.) ..Apr.- 81 
L-54—Federal regulation affecting priorities, ra- 
CIOMING: ANG PRICS TERMI ooo osc ccs cccccccecss Apr.- 44 


Library on war basis, Kappes, Marion, M. A. ..May-110 
Library, Patients’—hospital window, Cherbon- 

WAGES cia soa dae Wan care a ee ae ee Ca ewe Oe es Jan.- 37 
Lighting, New literature on surgical ........... May-108 
Lyons, Leo M., executive director St. Luke’s Hos- 

MUM ccclécocadereccsseseddedadecdadddtadcdns Feb.- 34 

M 
MacIntosh, Col. Donald J., M.B., M.V.O. Interest- 

BE OCG MNOUN Ve icaiiemeteceidds was eeaad ees Mar.-118 

Mason, Henry B., M.D., Obituary... .-.ccccces Feb.- 58 


Massachusetts General Hospital—Veteran base 
hospital No. 6 presents colors to base hospital 


NOE oi sierde eo ocdve deed ades jen ueneedewuum June- 84 
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M., M.D.; Cohen, Samuel, M.D................. Jan.- 98 
Tuberculous infection in employees of hospitals 
and sanatoria, Significance of, Hetherington, 


H.W., M.D.; Israel, Harold L., Apr.-108 


128 


Twombly, Ruth V., elected a governor of Society 
of New York Hospital A 


United States, Beginnings of hospitals in,—Part 
II, Ransom 

United States employees’ compensation commis- 
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THOROUGH STRRILIZATION 
with Maximum 


Convenience 


ODERN sterilizers greatly aid maintenance of aseptic 
techniques, providing dependable sterility of surgical 
supplies. Automatic devices safeguard the sterilizing process, 
simplify management of the sterilizers, and insure correct 
procedures for sterilization of various supplies. 
Let us furnish detailed information, with planning and 
engineering data covering installation of sterilizers to meet 


the specific needs of each department. 


@ Above: Scanlan-Morris sterilizers at Decatur and Macon County 
Hospital, Decatur, Illinois. 


@ Right: Scanlan-Morris sterilizers in a sterilizing room serving two 
main operating rooms at Victoria Hospital, London, Ontario. 


SCANLAN-MORRIS COMPANY 


Hospital Equipment and Sterilizing Apparatus 
MADISON, WISCONSIN 
(@) 33 295.9. 4 7-0-1) .7-WkO) 30a) STILLE DIVISION SCANLAN LABORATORIES, INC. 


Surgical Lights bb ae plot VEN bal-taabbaat:baba-) Surgical Sutures 
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WOSPITAL LAUNDRY 


mm A Cisake Ion = 2 = 
‘COR PRA TIOS 
es m 11] Fourth Ave. # New York, N. Y. 


} COMPLETE LAUNDRY EQUIPMENT SERVICE FOR THE INSTITUTION 
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Streamlined 
+t 








#4 


Electrodes 





ONE OF SEVEN BIG REASONS WHY 
THE CRT 1-2 ROTATING-ANODE 
X-RAY TUBE IS BETTER FOR YOU 


Streamlining the anode and cathode of the G-E 
Model CRT 1-2 tube offers you TWO definite bene- 
fits unavailable with electrodes of conventional shape. 


1. Since electron bombardment follows no distinct 
path from cathode to target, a wide, all-tungsten 
anode face produces considerable off-focal spot radi- 
ation which reduces diagnostic quality in the radi- 
ograph. But, by streamlining an anode structure 
whose target is a ring of tungten mounted in 
copper, as with the CRT 1-2, off-focal spot radiation 
is greatly reduced. 


2. Streamlining with the CRT 1-2 also minimizes 
contact of electric field lines of force with the tube’s 
glass envelope. The high voltages at which rotating- 
anode tubes are operated would otherwise place a 
great stress on the glass, shorten tube life, and pro- 
mote unstable operation. Streamlining the CRT 1-2’s 
electrodes reduces this voltage stress, lengthens tube 
life, stabilizes operation, and permits rating the tube 
at 100 kvp without undue voltage stress. 





CRT 1-2 streamlined anode’s 
more uniform electric field 
lines which reduce costly stress 
on glass envelope. 


Wide tungsten target’s scat- 
tered electric field lines which 
produce stress on glass enve- 
lope, threatening tube puncture. 


Six more reasons why the CRT 1-2 offers you much 
more for your x-ray tube dollar are: (1) Lubricated 
bearings; (2) massive copper anode; (3) oil-cooled 
cathode; (4) seasoned filament; (5) seasoned target; 
and (6) electric dynamic brake. A complete descrip- 
tion of all these CRT 1-2 improvements is contained 
in a free, illustrated booklet which you may have 
by addressing Dept. K16, today. 


GENERAL @ ELECTRIC 
X-RAY CORPORATION 


CHICAGO, ILL., U. S. A. 


2012 JACKSON BLVD. 


today’s Se5Sf Wy = be S. Mes Sonds 
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PRODUCTS OF BAXTER LABORATORIES 


Saves Space 


Reduces Inventory 


A Vacuum Bottle for 





> collecting blood 
> banking 


} dispensing 





} sedimenting 





> centrifuging 


For soocc of blood. Contains 7occ of anti-coagulant. 

The wide range of uses for this new Fios Baxter Transfuso-Vac 
container makes it possible for the hospital to substantially 
reduce its Transfusion Service equipment investment 

and storage space requirements. It eliminates the necessity of 
carrying a stock of separate containers, as it serves for all ’ 
five purposes, and provides a completely closed 


technique which assures complete asepsis. 


ae . hay 






LENVIEW, ILLINOIS; COLLEGE POINT, NEW Y' 
J ig 





CED AND DISTRIBUTED IN THE 























HALL CHILD'S CRIB 


A durable, neat crib with safety 
sides which extend 25 inches 
above the spring. One side can 
be lowered half way or all the 
way down, even with the fabric. 
This sliding side is operated eas- 
ily by the attendant pressing the 
foot pedal and simultaneously 
lifting the side. The child, 
whether in crib or on floor, can- 
not lower the side. Inside size, 
27x92; height 53% inches. Also 
obtainable with 2 sliding sides 
or with Mt. Sinai Gatch bottom. 








Est. 
>) 1828 


BEDS 


are built for hospital 
heavy duty. They em- 
body comfort and con- 
venience . . . and best 
of all, they last. Hall 
Beds are still in use in 
hospitals which  in- 
stalled them—twenty— 
even thirty years ago. 


FRANK A. HALL & SONS, New York, N. Y. 


Offices: 118-122 BAXTER ST. 


Member of Hospital Industries’ Association Salesrooms: 200 MADISON AVE. 











WILLIAMS’ 
Uniforms 
and 

Capes 


@ INTERN SUITS, OPER- 
ATING SUITS AND 
GOWNS. 





@TRAINING SCHOOL 
OUTFITS. 


SEND TODAY FOR 
DESCRIPTIVE FOLDERS 





C. D. WILLIAMS & COMPANY H642 
246 South Eleventh Street, Philadelphie, Pa. 


Please send folders describing. ............ 00s cee ceeeeeverveeveces 














New! RECORD FORMS 
for GRADUATE STAFF NURSES 





Solves a problem for school 
of nursing and the hospital. 
Heretofore school of nurs- 
ing forms were devised 
solely for records of student 
nurses. 


Here are five’ essential 
forms, covering every im- 
portant detail, simple and 
adaptable for any school of 
nursing or_ hospital. They 
are AUTHORITATIVE and 
cost less than your own spe- 
cially printed forms. 





A NEW SERIES OF 
TWO-SIDE FORMS 


Including Nurses Records, 
Progress Notes and Physi- 
cians Orders are now avail- 
able. Printed on both sides to 
conserve paper and filing 
space. These new forms do 
not lower the quality of the 
case history in any way. 


Application Blank 

Personal Interview 

Physical Examinations 

Service Evaluation 

Summary of Service Evaluation 


Write for samples and prices. 
i a UE SERS ST 
PHYSICIANS' RECORD CO. @ifeieuniag 


The Largest Publishers of 10% PRBRN HO SPiTAd 
Hospital and Medical Records PURPOSE 


161 W. HARRISON ST. CHICAGO, ILL. 16-42 
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MECHANISM 


| ine consider the Picker- 
Waite Tube Monitor and Meter Control 
System an ideal "Defense Mechanism” 
for the protection of x-ray tubes and the 
entire equipment. 


Designed to anticipate the factor of human 
error, the Tube Monitor is a perfect de- 
fense against possible damage resulting 
from incorrect technic settings. 


Synchronized safety circuits instantly ‘take 
over’ in the event of overload. Costly 
shockproof rotating target tubes are auto- 


PICKER X-RAY 


300 FO UR TY H A Vee N UE 


ae 


a 





matically protected. Excessive tube loads 
—and resultant tube failure can not occur, 
with the Tube Monitor on guard. 


Although the Picker-Waite Tube Monitor 
and Meter Control System performs 24 
operations automatically and ensures con- 
sistent duplication of results, it is not an 
automatic technic machine. The operator 
retains complete and independent control 
of kilovoltage, milliamperage and time. 


May we send to you a comprehensive 
bulletin on this outstanding x-ray control. 


“CORPORATION 


NEM: ¥ OR K,. NEA YOR K 


eons a 
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WHETHER YOUR HOSPITAL BEDS ARE 
COUNTED IN TENS OR THOUSANDS— 






Cutter transfusion and plasma 
equipment 15 engineered to fit 
your needs exactly! 











The 250 c.c. and 500 c.c. Saftifuges The 500 c.c. Sediflask for draw- 
for the drawing of whole blood for ing and administration of whole 
administration or for centrifuging for blood and for greater recovery 
plasma. ‘" of plasma by sedimentation. 












The 1000 c.c. and 2000 c.c. pooling flasks for the 
pooling of plasma from either Saftifuge or Sediflask. 






These flasks solve every problem in the hospital preparation and admin- 
istration of plasma. 


Ask your Cutter Saftiflask distributor or'write 
direct for complete information and prices. 


These flasks, with and without saline, solve all ad- ; re ee: i 
ministration problems. We shall be glad to assist in designing just % 
the proper set-up to suit your purpose. “= ** 


; CUTTER f eae wagered — 


One of America’s oldest biological laboratories 
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Single-portable; 
double-portable and wall 
types. A style for your needs. ° 


SEPTISOL SURGICAL SOAP 


is scientifically prepared from olive oil, cocoanut 
oil and other fine vegetable oils. Made especially 
for scrub-up rooms. Lathers to a smooth, creamy 
richness helping to eliminate dangers of infection 
and roughness that come from use of harsh, irritat- 
ing soaps. There is nothing better on the market. 


STYLES cuanry 









IMPROVED SEPTISOL DISPENSE 


The New Improved Septisol Dispenser comes in three handy 
models—double portable, single portable and wall type. Each 
is Vestal-built for lifetime efficiency and economy. Each has 
the exclusive control valve that regulates flow of soap from a 
few drops to a full ounce . . . and the sanitary, convenient foot 
pedal operation. Whichever style you prefer you get maximum 
scrub-up room efficiency and proved economy. 


VESTAL CHEMICAL LABORATORIES, inc. — newron 











Your Job— 


classified section of this magazine. 
You will find notices of positions 
open in all departments of the hos- 
pital. The cost of advertising is 
eight cents a word—a minimum of 
twenty-five words, $2.00. The value 
of this section of HOSPITALS 
grows more important because of 


war conditions. 


HOSPITALS 





Watch the advertisements in the 


hand. 
The Journal of the 
Ameriean Hospital Association GERING PRODUCTS, Inc. 
North Seventh St., KENILWORTH, N. J. 
18 EAST DIVISION STREET - CHICAGO naan MATERIALS 


DEFENSE BONDS & STAMPS 


Given for your old X-Ray FILMS! 








Crisp, new bonds,—for 


FORVICTORY old obsolete films. . 






* / Turning worthless mate- 
fh WAI BUY rial into the finest in- 
y/ a9 UNITED vestment you can buy; 


_ STATES and releasing valuable 
SAVINGS storage space for other, 
needed items. 


PROMPT 
CASH PAYMENT 
| IF DESIRED! 











If you prefer CASH payments, we will send our check 
promptly, and WE will pay the shipping costs. 

We have been buying and converting used 
film for over twenty years. Ask for quota- 
tion, stating quantity and size of film on 








CHICAGO OFFICE: 20 E. Jackson Bivd. 
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News Notes of Interest to the Hospital Field 


Geneva Overland has been appointed superin- 
tendent of the Postville Community Hospital, 
Postville, Iowa, to succeed Mrs. Mabel Hiser, who 
resigned recently. Miss Overland at the time of 
her appointment was a stewardess of the Trans- 
continental and Western Airlines. 


Ada Alverson has resigned as superintendent 
of the Jane Lamb Memorial Hospital, Clinton, 
Iowa. Mrs. Margaret R. Kirkpatrick has been 
appointed to succeed Miss Alverson. 


—_——_ —__— 

Edgar Blake has been appointed superintendent 

of the Wesley Memorial Hospital, Chicago. Mr. 

Blake served as associate superintendent of the 

Wesley Memorial Hospital since last fall. Joseph 

L. Williams has been appointed assistant super- 
intendent of Wesley. 

i cee 
J. V. Buck has assumed his duties as adminis- 
trator of the Murphy Memorial Hospital, Whit- 


tier, California. 
asain 

P. M. Clauser, purchasing agent of Parkland 
Hospital, Dallas, Texas, for the past five years, 
has assumed his duties as superintendent of the 
Masonic Hospital at El Paso, Texas. 

—<_—_ 

Homer Diven has assumed his duties as acting 
superintendent of the Jefferson Davis Hospital, 
Houston, Texas. Mr. Diven, who was purchasing 
agent for the hospital, succeeds Dr. S. Baron 
Hardy, who resigned to accept a residency in plas- 
tic surgery at the Presbyterian Hospital, New 
York. 


—_——— 
Maurice Dubin has resigned as executive direc- 


tor of Sydenham Hospital, New York City, and 
Emil Greenberg has been named as Mr. Dubin’s 
successor. Mr. Greenberg was formerly connected 
with the Beth Israel Hospital and the Beth Abra- 
ham Home and Hospital for Incurables. 
oscounitiiiamagics 
Cora E. Gould has resigned as superintendent 
of Children’s Country Home, Westfield, New Jer- 
sey, and assumed her duties as superintendent of 
the Orthopedic Hospital and Dispensary, Orange, 
New Jersey. 
Peres er 
Nell Hammond has resigned as superintendent 
of the Hopkins County Hospital, Madisonville, 
Kentucky. Rhoda Carroll, R.N., has been ap- 
pointed as Miss Hammond’s successor. 


————_>—_—_ 
Miss Lake Johnson has resigned as superintend- 


ent of Good Samaritan Hospital, Lexington, Ken- 
tucky, to accept the superintendency of the 


Baroness Erlanger Hospital, Chattanooga, Ten- . 


nessee, effective June 10. 
——=< 
T. J. McGinty is assistant superintendent of the 
Missouri Baptist Hospital, St. Louis, Missouri. 
——_—_——_—_ 
Dr. George M. Melvin has been appointed man- 
ager of the Veterans’ Hospital at Roseburg, Ore- 


gon, succeeding the late Colonel Elon Tandy. 
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—_———_—_ 
Dr. Glenn J. Smith has been appointed superin- 
tendent of the East Louisiana State Hospital, 
Jackson, Louisiana, succeeding Dr. F. A. Donald- 
son, who has been called into active service in the 
Navy as a lieutenant commander. 
lca 
Miami, Florida—The Miami, Florida, City Com- 
mission has authorized the advertisement of bids 
on $1,000,000 hospital bonds for the construction 
of a new charity hospital in close proximity to the 
present Jackson Memorial Hospital. 


‘cusaetialinia og 
Augusta, Georgia—The trustees of University 
Hospital, Augusta, Georgia, have accepted the 
Federal Government’s offer to provide $281,427 
for the erection of an addition to their hospital. 
————— 

Champaign, Illinois—Bids have been opened for 
the construction of a $130,000 addition to the 
Burnham City Hospital, Champaign, Illinois. The 
new addition will add fifty-three beds to the hos- 
pital’s capacity. 


sctiialia te 

Chicago, Illinois—The Federal Works Agency 
grant of $83,500 for construction of war hospital 
facilities at the Provident Hospital and Training 
School, Chicago, has received Presidential ap- 
proval. 


——— 

Fairfield, Illinois—Plans have been approved 

and financing is almost completed for the construc- 

tion of a new hospital in Fairfield, Illinois, to be 
known as the Fairfield Memorial Hospital. 


——_—@————— 

Moline, Illinois—Moline, Illinois, has accepted a 

grant of $103,000 for construction of a $210,000 

addition to the Moline City Hospital. The city will 

finance its portion of the construction costs by a 

bond issue. The addition will provide accommoda- 
tions for sixty patients. 


—__~_—_——_ 

Rockford, Illinois—The new unit of the Swedish- 
American Hospital, Rockford, Illinois, has been 
opened for occupancy. The unit was built at a cost 
of $150,000 and will provide an additional fifty- 


two beds. 
—— 


Rockford, Illinois— The Rockford Memorial 
Hospital, Rockford, Illinois, is conducting a cam- 
paign to raise $300,000 for the rehabilitation and 
expansion of their hospital. 


—— 
Huntington, Indiana—Work has started on the 
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CLASSIFIED 


ADVERTISING 














CONSULTANTS 





CHARLES S. PITCHER, F.A.C.H.A., Hospital Consultant 
Rome, Pennsylvania Telephone Rome 42 F 111 
CONSTRUCTIVE, EFFICIENCY SURVEYS AND 
GENERAL EXAMINATIONS 





REPORTING SERVICE 


TRI-STATE HOSPITAL ASSEMBLY 
Bound copies of the four general sessions are available for 
$1.50 postpaid. 
LECTURE REPORTING SERVICE 
33 South Market Street, Chicago 








FOR SALE 


GENERAL ELECTRIC 33 TABLE, hand-operated; tubes, 
Developing equipment; Snook Transformer; diagnostic 
and therapeutic; vertical cassette holder stand—Also 
JONES METABOLISM MACHINE. Immediate delivery 
F.0O.B. Chicago. Address Box K-1, HOSPITALS. 








HOSPITAL ACCOUNTING 





INSTALLATION of systems, yearly audits, help on account- 
ing problems by specialist in hospital accounting for 
many years. Robert Penn, C.P.A., Co-author of Penn- 
Ward System, 39 S. LaSalle Street, Chicago. 





POSITIONS WANTED 





AMERICAN HOSPITAL BUREAU (Agency) 
1825 Empire State Building 
New York City 


Charlotte M. Powell, R.N., Owner-Director 
Specializing in Superior Personnel 

ALL MEMBERS of our organization are—or have been— 
Executives in Hospitals or Schools of Nursing and are 
kecnly interested in the intelligent placement of a supe- 
rior type of personnel. 

AS WE charge no registration fee, our service can be a se- 
lective one and applicants are registered on the basis of 
Training, Experience and Personal Characteristics only. 
All information is carefully verified. 

WHETHER YOU are an Executive Officer seeking desirable 
personnel, or a member of the staff wishing to secure a 
more important position write to us and let us help you 
to find what you want. 


THE MEDICAL BUREAU 
M. Burneice Larson, Director 
Palmolive Building 
Chicago, Illinois 


ADMINISTRATOR—Well trained physician; three years’ 
graduate training before .specializing in hospital adminis- 
tration; several years’ training under one of country’s 
outstanding administrators; acquired business experience 
before entering medical school. H6-12. 

ADMINISTRATOR—Layman; graduate of eastern university; 
held important administrative position in industry before 
entering hospital field; twelve years’ successful experi- 
ence as administrator, fairly large hospital. H6-13. 

DIRECTOR OF NURSES—B.A., state university; considera- 
ble work towards Master’s; graduate training in adminis- 
tration; several years’ teaching experience; four years, 
assistant director of nurses, fairly large hospital; no pref- 
erence as to locality. H6-14. 

YOUNG RADIOLOGIST, who will complete three-year teach- 
ing fellowship in radiology; captain, inactive medical re- 
serve; ineligible military service because of non-inca- 
pacitating disability which developed recently; for further 
details, please write Burneice Larson, Director, Medical 
Bureau, Palmolive Building, Chicago. 

PATHOLOGIST—Diplomate American Board of Pathology; 
has limited work to pathology since 1924; past five years 
has directed departments in three hospitals; age 48; for 
further details, please write Burneice Larson, Director, 
-Medical Bureau, Palmolive Building. 








POSITIONS OPEN 


WANTED—Science Instructor; 55 students; 160-bed hospital; 
Eastern city; degree required; give qualifications and ex- 
perience. Address Box J-1, HOSPITALS. 























M. Burneice Larson, Director 


Despite the fact that everyone is doing just a little bit 
more these days—hospital administrators and hospital 
boards are faced with a serious problem. In order to 
retain the approval of the various standardizing organi- 
zations they must make certain that each department is 
manned by a corps of workers especially trained in the 
branch of service in which they are engaged. 


We feel certain that there are enough trained individ- 
uals—individuals ineligible for military service—to main- 
tain high standards of hospital efficiency throughout the 
country. Many of you have accepted key appointments 
through our service after examining surveys of oppor- 
tunities available in your chosen work. But many addi- 
tional opportunities are opening daily. 


If you are a member of the medical or nursing profes- 
sion, if you have had special training in any of the nu- 
merous hospital services—administration, education, 
supervision, laboratory work, dietetics, or any of the 
other equally important specialties—one of our surveys 
will be of interest to you. 


Your name, address and simple statement of professional 
interest on a postcard will bring one of our applications 
to your door. The survey will be mailed you shortly 
following your registration with us. All correspondence 
is confidential. 


M. BURNEICE LARSON 


Director, THE MEDICAL BUREAU 
PALMOLIVE BUILDING CHICAGO 
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new unit of the Huntington County Hospital, 
Huntington, Indiana. 


—___——. 

Clinton, Iowa—The War Department has au- 

thorized construction of a base hospital of the 

cantonment type at Clarinda, Iowa. Construction 

will cost $5,000,000 and will be under the direc- 

tion of the United States Army Corps of En- 
gineers. 


etait aahn 

Sioux City, Iowa—Ground was broken by the 
Most Reverend Edmond Heelan, Bishop of the 
Sioux City Diocese, for the construction of a five- 
story addition to St. Joseph’s Hospital, Sioux City, 
Iowa. The ceremonies were attended by Mother 
Carmelita Manning of Detroit, Michigan, the 
mother provincial of the Sisters of Mercy at De- 
troit, under whose direction St. Joseph’s Hospital 
is operated. Sister Mary Stanislaus is superinten- 
dent of the Sioux City institution. 


Alexandria, Louisiana—Contract for the con- 
struction of a new $240,000 addition to the Alex- 
andria Hospital, Alexandria, Louisiana, has been 
awarded. 


—_———_@—_—_— 

New Orleans, Louisiana—The United States 

Navy will build a 240-bed hospital in New Orleans, 

Louisiana, to cost $1,400,000 including a $200,000 

dock. Construction of the new hospital is provided 

for in the Naval Shore Establishment Appropria- 
tions Bill now before Congress. 


saiiaetiticains 

Bethesda-Chevy Chase, Maryland—tThe Bethes- 
da-Chevy Chase, Maryland, area has approved 
plans for the construction of a hospital to serve 
the two communities. Plans provide for a 100- 
bed hospital to be a philanthropic, nonprofit in- 
stitution, owned and controlled by the citizens of 
the two communities and not by county govern- 
ment. The cost of construction and equipment 
will be $500,000. 


ae eee 
Takoma Park, Maryland—Construction of a 
150-bed addition to the Washington Sanitarium 
and Hospital, Takoma Park, Maryland, has been 
approved by the general conference of the Seventh 
Day Adventists, who own the institution. The 
addition will cost approximately $400,000. 


——_@——— 

Bay City, Michigan—The Federal Works Ad- 

ministration has agreed to finance the construc- 

tion of a new addition to the General Hospital in 
Bay City, Michigan. 


alta 

Flint, Michigan—The board of managers of the 
Hurley Hospital, Flint, Michigan, are planning 
construction of a new 188-bed unit to cost 
$357,000. 


——— 

Mount Pleasant, Michigan—The new $250,000 
Central Michigan Community Hospital at Mount 
Pleasant, Michigan, will be completed and ready 
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for occupancy by September 1. Mrs. Genevieve 
Jeffrey was appointed superintendent and has es- 
tablished offices in Mount Pleasant. 


cacebcallibactann 

Poughkeepsie, New York—Presidential approval 
has been given to a plan to enlarge the St. Francis 
Hospital, Poughkeepsie, New York, at an esti- 
mated cost of $300,000. The plans call for the con- 
struction and equipment of a fifty-eight bed addi- 


-tion to the present hospital. The project will be 


financed by $198,000 to be provided by the hos- 
pital and a Federal grant for the balance. 


elecouelliaiibetiae. 

Pinehurst, North Carolina—The Moore County 
Hospital, Pinehurst, North Carolina, has been be- 
queathed an unrestricted $50,000 by the late Wal- 
ter L. Milliken, who had been a winter resident of 
Pinehurst. 


——_@——_— 
Tiffin, Ohio—Mercy Hospital, Tiffin, Ohio, is 
planning to construct a new unit to cost $80,000. 


—_ ——— 

Warren, Ohio—St. Joseph Riverside Hospital, 

Warren, Ohio, has been awarded a Federal grant 
of $125,000 for equipping its new wing. 


——_—_——. 

Philadelphia, Pennsylvania—The new $200,000 
department of radiology, one of the largest in the 
United States and equipped with every type of 
instrument to study and treat disease through the 
use of x-rays, has been established at the Crothers 
Dulles Unit of the University Hospital, Philadel- 
phia, Pennsylvania, with funds given by William 
H. Donner. The department was officially opened 
on May 2 at the dedication ceremonies for the 
Crothers Dulles Unit and the new D. Hayes Ag- 
new Memorial Pavilion. 

—_————— 

Phoenixville, Pennsylvania—The Army will 
construct a general hospital of the cantonment 
type in Phoenixville, Pennsylvania, to cost $5,000,- 
000. The ‘work will be supervised by the Phila- 
delphia District Army Corps of Engineers. 


seiibtinsitliableleebin: 

Jackson, Tennessee—The application for a 
$350,000 grant for the construction of a 100-bed 
hospital located in Jackson, Tennessee, has been 
approved by the Atlanta office and is now in 
Washington awaiting final approval. 


ssid teste 

Longview, Texas—A new $5,000,000 base hos- 
pital at Longview, Texas, has been authorized by 
the War Department. Construction work will be 
under the supervision of the Denison Office of the 


University States Army Corps of Engineers. 


————— 

Portsmouth, Virginia — Presidential approval 

has been given for the construction of an addition 

to the Kings Daughters Hospital, Portsmouth, 

Virginia, and a new nurses’ home. The $595,000 

grant will be used for the 155-bed addition and the 
$100,000 grant for a two-story nurses’ home. 
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POSITIONS OPEN 





INTERSTATE HOSPITAL AND PERSONNEL BUREAU 
Mary E. Surbray, R.N., Director 
332 Bulkley Building 
Cleveland, Ohio 


ASSISTANT ADMINISTRATORS: Excellent openings for 
registered nurses, 150-250 bed hospitals, with, or without 
schools of nursing. Interstate Hospital and Personnel 
Bureau, 332 Bulkley Building, Cleveland, Ohio. 

SUPERINTENDENT: Graduate nurse. 75- -bed Class A hos- 
pital; no school; ideal western location. Interstate Hos- 
— and Personnel Bureau, 332 Bulkley Building, Cleve- 


nd, Ohio. 
RECORD LIBRARIAN: Registered. 150-bed eastern_ hos- 
pital; one assistant. Salary $125, maintenance. Inter- 
— Romie: -, Salas Bureau, 332 Bulkley Build- 


Cle Oh 
DIE TTIANS, MOCHNICIANS, ANAESTHETISTS: Also ex- 
ceptional vacancies for Public Health nurses, instructors 
and supervising nurses. Interstate Hospital and Person- 
nel Bureau, 332 Buikley Building, Cleveland, Ohio. 


THE MEDICAL BUREAU 
M. Burneice Larson, Director 
Palmolive Building 
Chicago, Illinois 

SUPERINTENDENTS—(a) Administrator for city-owned 
and approved hospital of 180 beds; training school; un- 
usual opportunity; salary open; South. (b) Graduate 
nurse superintendent; well-equipped 70-bed hospital, 
graduate staff; $175, maintenance; West. H6-1, Medical 
5 eel (Burneice Larson, Director), Palmolive ‘Building, 

NURSE EXECUTIVES—(a) Superintendent of nurses; capa- 
ble, experienced executive for school of nursing with 215 
students; degree; 700 beds; $3000; large city, midwest. (b) 
Superintendent of nurses; immediate appointment; gen- 
eral 200-bed hospital; $150, maintenance; East. (c) Assist- 
ant superintendent of nurses; approved 400-bed hospital; 
degree required; $150, maintenance; Midwest. H6-2, 
Medical Bureau (Burneice Larson, Director), Palmolive 
Building, Chicago. 

INSTRUCTORS—(a) Educational director; capable taking 
charge educational program in large university hospital; 
degree; excellent salary; South. (b) Science; 225 beds; 
75 students in school; $135, maintenance; Ohio. (c) 
Nursing arts; 125 beds; $140; Midwest. (d) Nursing arts; 
degree and experience required; large general hospital; 
$125-$150, maintenance; New York State. (e) Medical 
Nursing; for department with capacity of 28 beds; head 
nurse in charge of each ward; supervisor responsible for 
classroom instruction; degree: large university hospital; 
$135, West. H6-3, Medical Bureau (Burneice Larson, Di- 
rector), Palmolive Building, Chicago. 

SUPERVISORS—(a) Medical; will poe duties with those 
of assistant superintendent of nurses; 125 beds; graduate 
staff; $115, maintenance; California. (b) Surgical floor; 
vacancy due to departure of army hospital unit; large 
university hospital; excellent salary; South. (e) Ob- 
stetrical; experience, postgraduate work required; 300 
beds; $130; South. (d) Operating room; department av- 
erages 450 operations monthly; 400 beds; salary open; 
Midwest. (e) Operating room; qualified to take charge 
of large department; university hospital; $150; South. (f) 
Pediatric; no teaching duties; ‘150 beds; salary open; East. 
(g) Evening; experience, degree desirable; 500 beds; $185; 
West Coast. H6-4, Medical Bureau (Burneice Larson, 
Director), Palmolive Building, Chicago. 

OPERATING ROOM SUPERVISOR—Postgraduate work and 
teaching experience required; approved general hospital; 
salary open; Porto Rico. H6-5. Medical Bureau (Burneice 
Larson, Director), Palmolive Building, Chicago. 

ANESTHETISTS—(a) Experienced, for approved private 150- 
bed hospital; 250-300 operations monthly; three anesthet- 
ists employed; minimum salary, $125, maintenance; 
South, (b) For 700-bed general hospital; minimum sal- 
ary, $125-$135 maintenance; New York. (c). General 75- 
bed hospital; $135, maintenance; Michigan. H6-6, Medical 
Bureau (Burneice Larson, Director), Palmolive Building, 
Chicago. 

INDUSTRIAL NURSE—For large Ordnance Plant located 
near beautiful university city in midwest; salary open. 
H6-7, Medical Bureau (Burneice Larson, Director), Palm- 
olive Building, Chicago. 

GENERAL DUTY NURSES—(a) Eight-hour duty, six-day 
week; 150 beds; $115, live out; Northwest. (b) General, 
180-bed hospital; $85, maintenance. or $105. live out; 
Michigan. H6-8, Medical Bureau (Burneice Larson, Di- 
rector), Palmolive Building, Chicago. 

RECORD LIBRARIAN—To take charge of department; 200- 
bed hospital; $125: large western city. H6-9, Medical 
a. (Burneice Larson, Director), Palmolive Building; 

ica 

DIETITIAN —Will be in charge of large dietary department; 
four assistants; $175, maintenance; 300-bed hospital; 
large New England city. H6-10, Medical Bureau (Bur- 
neice Larson, Director), Palmolive Building, Chicago. 

TECHNICIAN—Chief technician for laboratory in approved 
150-bed hospital; salary open; South. H6-11, Medical 

: = (Burneice Larson, Director), Palmolive Building, 
‘hicago. 








ZINSER PERSONNEL SERVICE 
1551 Marquette Building 
Chicago, Illinois 


NURSES, Tee aan DIETITIANS. PHYSICIANS, 
NURSE SUPERINTENDENTS and INSTRUCTORS— 
We can help you ame positions! 
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South Carolina Hospital Association 

The following officers of the South Carolina 
Hospital Association were elected at the annual 
meeting held in Richmond, Virginia: 

President—Charles H. Dabbs, Tuomey Hospi- 

tal, Sumter 
President-elect—J. B. Norman, Spartanburg 
General Hospital, Spartanburg 

First Vice-President —Dr. H. B. Morgan, 
Greenwood Hospital, Greenwood 

Second Vice-President—Dr. V. P. Patterson, 
Pryor Hospital, Chester 

Third Vice-President—Dan Van Meter, New- 

berry County Hospital, Newberry 

Treasurer-Secretary—R. L. Dougherty, Colum- 

bia Hospital, Columbia 

Trustee (4 years)—Mrs. Byrd B. Holmes, 

Greenville General Hospital, Greenville 

Delegate to the American Hospital Association 

—F. O. Bates, Roper Hospital, Charleston 

Alternate Delegate to the American Hospital 

Association — Charles H. Dabbs, Tuomey 
Hospital, Sumter 
a 
Service Well Known to Hospital Buyers 
Expands in Southeast 

The distribution of food stuffs on a big scale, 
supplying hospitals and large institutions on a 
twenty-four hour basis requires a highly organ- 
ized streamlined service to cover many districts 
throughout the country. 

In the year 1883, John Sexton of Chicago found- 
ed a wholesale grocery business based on princi- 
ples and policies which were geared for steady 
growth in sales and expansion in service. When 
John Sexton died in 1930 he left this business to 
his three sons who have capably administered 
their father’s policies. 

A milestone in their expansion of service was 
the opening in May of a new distributing plant in 
Atlanta, Georgia, to render a complete unit of 
service in the southeast. Other plants are in Chi- 
cago, Brooklyn, and Dallas. 


Necessity Creates Another New Product 

In a laboratory in Canton, Ohio, a scientist has 
been experimenting for several months upon syn- 
thetic rubber. He has tabulated one experiment 
after another trying to make a “rubber” glove 
without the use of rubber. Undaunted by one 
failure after another, there came a day recently 
when the executives at the Canton plant of the 
Wilson Rubber Company were jubilant. At last 
they have created what may prove to be a com- 
plete change in rubber glove manufacture. 

So far this synthetic rubber glove has shown 
3800 pound tensil test and it is now going through 
sterilization tests. 











@ Today, in the average hospital, the cost 
of making a Dressing Combine, excluding 
labor, exceeds the price of our ready-made 
kind. 

Dressing Combines have a soft cotton 
filler which adds to patient comfort, and a 
non-absorbent back which prevents soiling 
bed linen. Made in several cut sizes and in 
rolls 8” x 20 yds., they meet every require- 
ment for a secondary dressing in drainage 
cases. Why pay more and get less? Do it 
the modern, economical way! 


READY-MADE 


DRESSING COMBINES 


A Top layer (1) is non-absorbent to prevent soiling 
of linen; Bottom layer (2) is absorbent cotton. 


B An extra feature—overlapping gauze edges are 
sealed to prevent separation after sterilizing and 
handling. 


HOSPITAL DIVISION 


NEW BRUNSWICK, N. J. CHICAGO, ttt 





“| 


pledge allegiance'to the flag 
of the United States of America 
and to the Republic for which it 
stands, one Nation indivisible 
with liberty and justice for all" 
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Asa S. Bacon, Superintendent-Emeritus of the Presbyterian Hospital, 
Chicago; Ex-President of the American Hospital Association; Treas- 
urer of the Association for the past thirty-five years, with the exception 
of 1922 and 1923, when he served as President-Elect and President. 











